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FOREWORD 


Events in general practice concerning education have been moving so rapidly in the 
last few years that almost before a book has been published on the subject, it has 
to be updated. Therefore, it is wise to assume that any publication on matters 
relating to vocational training for general practice represents a snapshot of a moving 
scenario. Having said that, it is often easier and more helpful to examine a single 
frame in depth and at one’s leisure. Vocational training is more than knowing the 
regulations, of which there are plenty. It is about how our profession perceives 

the role of the general practitioner in society and how these perceptions are trans- 
lated into reality through a broad, flexible and dynamic system of training and 
education, professionally determined but largely resourced by the State. The 

Joint Committee on Postgraduate Training for General Practice is the profession’s 
agent in this task. The Committee has been encouraged to publish a booklet on 
vocational training for general practice so that trainees (and others) would have 

an authoritative document to which to refer. The Committee in charging Jack 
Norell, the former Executive Officer, with the task of collating the information and 
writing the text, is indebted to him for the end result and for his work over the 
years on behalf of the Committee. I should additionally like to thank the Joint 
Honorary Secretaries, Drs. Havard and Irvine, and the secretariat at Princes Gate for 
the considerable effort they have made to ensure the smooth operation of the Joint 
Committee from its first meeting in February 1976 which enabled a distant idea to 
become a present reality. 


S.E. Josse 
Past Chairman of the Joint Committee on 
Postgraduate Training for General Practice. May 1982 


I. INTRODUCTION 


Historically, general medical practice has represented the common trunk from 
which the various branches of medicine emerged and later developed as separate 
specialties. The realisation that general practice is itself a distinct medical discipline 
and that doctors entering it require a period of special preparation, was essentially 

a post-war phenomenon though its roots go further back. Only lately however, 

has there been general acceptance of the proposition within the profession and 
beyond. The creation of the Joint Committee on Postgraduate Training for General 
Practice and its more recent designation as the body responsible for carrying out 
some of the provisions of the NHS (Vocational Training) Regulations should be 
seen as the culmination of a process which had its origins long ago. 


The purpose of training 


Vocational training is intended to equip the doctor with the values and practical 
skills needed to discharge his responsibilities adequately and to begin fulfilling 

his potential as a general practitioner. It does this by means of a series of exper- 
iences which are productive educationally while ensuring that the proper interests 
of the patient are protected. The extremely wide scope of general practice (de- 
scribed in the Leeuwenhorst statement, Appendix A) poses a considerable challenge 
and it would be unrealistic to expect fully-fledged practitioners to emerge from 
training programmes. The normal training period is clearly not long enough to 
produce a general practitioner fully competent in every aspect of the discipline. 


Vocational training is just one phase of a continuous process of professional educ- 
ation. It aims to lay a sound foundation for further professional development 
while at the same time ensuring the acquisition of certain crucial competences. 
Thus, at the conclusion of training the doctor is expected to be: 


— safe to practise independently (though not necessarily in an isolated situation) 
— sound in his clinical judgements and in the way he organises his practice 

— sensitive to what his patients are saying and feeling 

— self-aware, and critical of his own work 

— committed to continuing self-education. 


Later on, as a result of further experience with patients and regular association with 
his peers, the entrant to general practice will gradually acquire those attributes 
which distinguish the truly satisfactory practitioner, namely: 


— enlightened professional values 


— concern to make his practice and its facilities accessible to the community 
of patients, and to ensure his own availability 


— appropriate competence in all aspects of individual patient care 


— the ability to communicate effectively with patients and colleagues. 
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I. TRAINING PROGRAMMES 


A full vocational training normally consists of a three-year period of preparation 
undertaken whole-time. Generally, two years are spent in hospital or community 
medicine posts at senior house officer level, and one year in an approved training 
practice, with weekly attendance at a special release course. Some training schemes 
have provided eighteen months in hospital and eighteen months in general practice, 
and there are other special circumstances in which the general practice period may 
be extended beyond the usual twelve months. Current vocational training must 
however be regarded as containing a large component of general professional (i.e. 
hospital) training, in addition to specific training for general practice. 


Regional Committees 


Responsibility for providing and organising vocational training within each separ- 
ate (university) region is borne by an autonomous Postgraduate Medical Education 
Committee, usually through its General Practice Sub-committee. The Postgraduate 
Dean usually acts as executive officer of the main committee, but on the general 
practice side the key figure is the Regional Postgraduate Adviser in General Practice 
who is involved directly or indirectly in arrangements at every level of vocational 
training. 


Training schemes 


About half of those undertaking the full training for general practice do so within 
a formal scheme arranged under the aegis of the Regional Postgraduate Committee. 
Such a scheme provides a co-ordinated “‘package”’ of rotations in selected training 
practices and hospital posts; there may or may not be a choice of specialties. For 
example, a rotation could consist of an initial six months in a training practice, 
then six-month appointments in, say, general medicine, paediatrics, obstetrics and 
gynaecology, and psychiatry; and a final six months in the original training practice 
or in another (Appendix D). Attendance at the weekly release course, usually held 
during academic terms at the local postgraduate centre, may extend either through- 
out the three years or be limited to the general practice year. 


The advantage of training within a formal scheme is that once a trainee has been 
appointed he is spared the necessity of applying for the remaining posts. He 
therefore has a measure of security of tenure and can plan his private life according- 
ly, especially finding somewhere to live. The posts on the rotation can be assumed 
to be “‘educationally approved” within the meaning of the vocational training 
regulations or otherwise acceptable to the Joint Committee; there should be fewer 
problems in obtaining release to attend associated courses; and quality control of 
the hospital and practice posts is likely to be better. Furthermore the trainee can 
usually rely on a sensibly balanced rotation with a useful spread of specialties. 


Self-constructed programmes 


On the other hand, self-constructed training programmes can be perfectly adequate 
and may allow more flexibility in location and in choice of hospital jobs — but the 
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disadvantage is that the doctor will have to apply for each of the posts in open 
competition with others, some of whom may be pursuing a specialty career. 
Furthermore he may not enjoy the benefit of belonging to a trainees’ group other 
than in the general practice year. However, it could suit someone wishing to keep 
his career options open or who has special reasons for a particular pattern of 
training. The majority of those who construct their own training programmes 
choose to do their hospital posts first and the general practice year last. Some 
scheme rotations, however, offer an initial period in a training practice of from one 
to six months, intended to orientate the trainee and give him some idea of what 

he needs to get out of his hospital period of training. 


Appointments 


Appointments to training schemes normally take effect from the beginning of 
February or August, but this is not invariable. Vacancies are advertised in the 
medical press and information is generally available from the Regional Postgraduate 
Adviser or from the local scheme organiser — often, the “course organiser’. 


Additional qualifications 


If the appropriate hospital posts are undertaken, it is possible to acquire additional 
qualifications in the course of vocational training; for example: 


— DCH Diploma in Child Health 

— DObst. RCOG Diploma in Obstetrics 

— DA Diploma in Anaesthetics 
— FPCert Family Planning Certificate 
— MRCP* Membership of the RCP 

— MRCGP* Membership of the RCGP . 


* Both these additional qualifications are registrable with the GMC. 


Content of training programmes 


It should be borne in mind that the requirements for vocational training are stipu- 
lated in outline only by the Regulations, which provide a general framework in 
terms of the range of acceptable posts and the length of time they are to be held. 
The precise content of the training programmes and the way in which the training 
is to be conducted are matters determined by the Regional Postgraduate Committees 
whose responsibility it is to provide vocational training of an adequate standard. 

In doing so, the regional committees take note of relevant guidelines issued by the 
Councils for Postgraduate Medical Education and of the criteria promulgated by the 
Joint Committee on Postgraduate Training for General Practice. Comments made 
by the Joint Committee’s visitors in the course of their inspections of training 
schemes, and later incorporated in their reports, represent an additional mechanism 
for influencing the quality of training programmes. 
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Satisfactory completion 


When all is said and done, however, these complex arrangements merely provide 
learning opportunities. The value to be extracted from such training is to a large 
extent in the hands of the individual trainee. This fact is acknowledged in the 
allusion made in the official explanation of the meaning of the term, “satisfactory 
completion” (of a period of training), viz: “in such a manner as to have acquired 
the medical experience which may reasonably be expected from training of that 
duration in that employment’’. Note, the Regulations do not require the acquisi- 
tion of experience to be demonstrated, merely that the incumbent be exposed to 
the appropriate experience and be deemed to have applied himself satisfactorily. 


Objectives of training 


The definition above does however introduce the notion of an expected or desired 
end result of a period of training, though this is not spelled out in the Regulations. 
In regard to the general practice year, a number of different lists have been 
compiled detailing the range of experiences to which trainees should be exposed 
(Appendices F,G, H and M). The Royal College of General Practitioners in 
conjunction with other Colleges and Faculties has drawn up guidelines on the 
experience desirable in certain SHO posts, and these are available for general medi- 
cine, psychiatry, obstetrics and community medicine. 


Finally, it is important to distinguish between the minimum demanded by the 
Regulations, and what is desirable on educational grounds. Six months spent in an 
approved gynaecology post followed by eighteen months in surgery would satisfy 
the legal requirements on the hospital side; so would eighteen months in psychiatry 
and six months in geriatric medicine. It would be hard however to imagine these 
particular examples providing the properly balanced preparation nowadays needed 
for general practice. 


Career changes 


This sort of imbalance is apt to occur where doctors originally intended a specialist 
career. Those with a considerable background of specialist experience and who 
need a more broadly based preparation for general practice may, ironically, be least 
likely to get it unless they go out of their way to do so. Any doctor, whether 
junior or senior, contemplating a career switch to general practice would do well to 
seek guidance from the Regional Postgraduate Adviser in that discipline (Appendix 
C). Should the question of Equivalent Experience arise, the final ruling will of 
course come from the JCPTGP, but even here the Regional Adviser can be helpful 
from his knowledge of decisions the JCPTGP has taken in similar cases. 


Ii TRAINING IN HOSPITAL FOR GENERAL PRACTICE 


Suitable hospital experience is regarded as an important part of postgraduate pre- 
paration for general practice. The concentration of clinical material, and the ready 
supervision by senior colleagues, can rapidly enhance clinical skills and help bring 
about professional maturing, with a general gain in competence and confidence. In 
addition, while it is true that most patients’ illnesses can be contained by general 
practitioners and successfully managed without recourse to hospital in-patient or 
out-patient facilities, it is equally true that most people can expect to be admitted 
to hospital at least once if not several times within a lifetime; and so first-hand 
knowledge of hospital procedures and of what hospitals can offer is of importance 
to general practitioners. At the same time a perspective on the relationship be- 
tween general practice and specialist services is achieved from the hospital 
standpoint. 


Criteria for selecting posts 

Since it is manifestly impossible for every relevant hospital specialty to be included 
in an individual training programme, selection is inevitable; but the nature of the 
specialty is not the only criterion. A particular post in a specialty conventionally 
regarded as highly relevant to general practice might in fact provide an undue pro- 
portion of narrowly technical or repetitive work, while another post in a more 
specialised discipline may show valuable features of patient care, or have a vigorous 
teaching programme. The points to which particular attention is paid are: 


as Nature of clinical experience: its range, amount, quality and continuity; 
whether ambulatory as well as in-patient 


Supporting services: adequacy of nursing, investigation and rehabilitation 


— Supervision and responsibility: a gradual increase in responsibility under the 
supervision of the consultant and senior colleagues 

— Educational aspects: an active programme, involving personal teaching by 
the consultant and his registrar; departmental audit and patient-management 
review ; interdisciplinary meetings; clinico-pathology conferences; library 
facilities 

— Liaison with community-based services: home nursing, social work depart- 
ments, and especially general practitioners. 


The trainee’s work-load is expected to be such as to give sufficient experience yet 
allow adequate time for patient care and for his own learning. Within the discipline 
concerned, the range of work ought to be as wide as possible, and not confined to a 
highly specialised area such as neonatal care, or to only a single aspect of the service 
such as in-patient gynaecology. A sequence of short-term rotations, for instance 
two months each in ENT, Eyes and Skins, may be a good way of covering a number 
of ‘“‘minor”’ specialties; but longer continuity of care is also desirable. 


Supervision should be adequate, and as the trainee progresses through the post he 
should be allowed increasing responsibility. Help should always be available from 
senior colleagues. 


Great importance is attached to the quality of teaching in hospital posts, whether 
on ward rounds, reviewing clinical records, or by other means. Regional Advisers 
and scheme organisers are always ready to take part in discussions on learner- 
centred teaching and continuous assessment procedures: attitude to learning is felt 
to be as important as the actual content of instruction. The principle of general 
professional training implies that in-post teaching should be primarily derived from 
the discipline concerned. Nevertheless, most consultants will usually bear the 
trainee’s future career in mind and make the appropriate teaching points when 
opportunities arise. 


Other desirable features 


It is recommended that there should be a small medical library at the ward or in the 
department where the doctor regularly works, in addition to a more comprehensive 
library at the postgraduate centre. 


Normally, junior hospital doctors may be granted up to 30 days study leave a year 
consistent with maintaining services, and this may be taken as a series of half-days. 
The half-day release course is regarded as an important component of postgraduate 
training for general practice, and is designed to balance and supplement the 
trainee’s hospital and general practice experience. In addition, trainees, in their 
hospital phase value the opportunity for group work with their general practice 
peers. Naturally, hospital-based trainees are strongly encouraged to attend the post- 
eraduate meetings organised by their own departments as well as multi-disciplinary 
staff meetings of wider interest. 


Links with general practice 


Some trainees who have the advantage of a period in a training practice before 
embarking on their hospital phase find it valuable to maintain their links with the 
“adoptive practice” by doing evening surgeries once a week and attending practice 
meetings occasionally. In this way they feel in touch with their eventual career. 


Balanced rotations 


Individual posts only have been considered so far, but one reason for having a 
training programme is to balance the available experiences. The rotation should 
offer a sensible mix of posts. As broad an experience as possible is desirable, bear- 
ing in mind the extensive responsibilities of general practitioners and their need to 
be conversant with hospital practice. 


As mentioned in Chapter VI, the Regulations require that six months be spent in 
each of two of the following specialties: 


— Accident and Emergency Medicine or General Surgery 

— General Medicine 

~ Geriatric Medicine 

— Obstetrics or Gynaecology or Obstetrics and Gynaecology 
— Psychiatry 


= Paediatrics 


There is no particular specialty which must be represented in every training pro- 
gramme. Many co-ordinated rotations do in fact include obstetrics and gynae- 
cology, and either general medicine or geriatrics, but this is at the discretion of 
regional committees and depends on the availability of suitable SHO posts locally. 
An obstetric post in the training programme is highly desirable for those who 
want to give intranatal care as part of a maternity medical service in general 
practice. A number of community medicine posts now appear in co-ordinated 
training schemes. 


The majority of posts will be of six months’ tenure but shorter terms may be 
acceptable. On the other hand, posts occupied for twelve months offer advan- 
tages in terms of continuity and depth of experience, though at the expense of 
narrowing the overall experience. 


Royal Colleges’ approval 


In selecting hospital posts for vocational training, regional committees either 

(as in Scotland) take account of the views of the appropriate Royal College or 
Faculty; or (as in England, Wales and Northern Ireland) are actually limited to a 
pool of College-approved posts. The Royal College of General Practitioners is 
represented on visits to general professional training posts conducted by some of 
its sister Colleges; for instance, in the specialties of medicine, psychiatry, and 
obstetrics and gynaecology. The checklist reproduced in Appendix E shows what 
RCGP visitors look for when assessing a post’s suitability for training future general 
practitioners. 


IV. THE TRAINING YEAR IN GENERAL PRACTICE 


The single in-practice year is of especial importance because it adds the vocational 
element to general professional training undertaken in hospital posts. The overall 
aims of the practice year are to ensure the acquisition of basic general practice 
competences and to help lay a sound foundation for further professional develop- 
ment (Appendix B). 


The Task 
These aims can be achieved in a practice which provides the trainee with: 


— sheltered working conditions in which he has time and opportunity to 
explore the range of general practice 


— “space” for professional growth 

— challenge to keep him sufficiently stretched and intellectually stimulated 
— encouragement to respond to patients in whole-person terms 

—  amodel from which to discover his own professional identity 


Because of the impossibility of foreseeing the precise nature of general practice 
in the next century, during which those now being trained will reach their profes- 
sional maturity, the real task now is to help produce thinking, responsive and 
responsible doctors capable of adapting to new situations, and of teaching in turn 
general practitioners of the future. 


The practical nature of general practice demands that much of the learning should 
be through doing. The practice should offer the broadest possible spectrum of ~ 
relevant experience. But experience by itself may not be sufficient, even when 
supplemented by instruction. Training should be regarded as supervised experience. 
Trainers are encouraged to recognise the importance of regularly monitoring 
trainees’ progress, whether by comprehensive coverage of topics, by picking out 
certain marker-conditions, by spot checks, or by random case-analysis. In addition 
to being able to instruct and to assess, the trainer often needs to possess counselling 
skills, because general practice can impose on the young doctor stresses of a per- 
sonal as well as of a professional nature. 


Trainee’s timetable 


Initially, trainees sit in with the trainer during his consultations and accompany 
him on his visits to patients’ homes; but after a week or two they usually feel more 
than ready to see patients on their own. The trainer should be close at hand for 
discussion and advice. Later, the trainee may again find it valuable to watch the 
trainer at work; and from time to time the trainer should sit in on the trainee to 
create the atmosphere of mutual appraisal necessary for the trainee’s proper pro- 
fessional development (Appendix F). 

In the course of 12 months the trainee would expect to encounter the range of 
common general practice problems, but there is evidence that his experience may 
be skewed, especially if an appointments system operates in the practice. It could 
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be possible for the trainer to be seeing most of the chronic, repeat attenders and 
those with the foresight to make appointments, while the trainee does the acute 
medicine and sees the more feckless or impulsive patients. As a result the trainee 
may complete his year having had inadequate experience in the management of, say 
diabetics, or of rheumatoid arthritic or hypertensive patients. A review of the 
trainee’s caseload should reveal if this is happening and corrective action may then 
be taken. It is important that the trainee obtain insights into the non-clinical sides 
of general practice, including the administrative and financial aspects (Appendix H). 


Teaching and monitoring 


The precise balance between topic teaching, less formal problem-centred tutorials, 
and ad hoc discussions, will depend on the trainer’s preferred style and the trainee’s 
needs; but whatever method is used, an initial assessment of the trainee and regular 
subsequent monitoring of his progress is essential if the teaching is to be relevant 
and accurate. 


In addition to the usual tutorial sessions with the trainee, monitoring may be asses- 
sed by spot-checks of referral letters, reviewing prescriptions and X-ray and labora- 
tory requests, direct observation of consultations, informal discussion with ancillary 
staff, and the unsolicited views of patients. The McGuire (““Manchester’’) ratings 
offer a more systematic way of making and recording assessments on a continuing 
basis (Appendix K). 


The trainee should certainly be involved in the interpretation of the assessments 
because this will provide a guide to areas of weakness which may then be dealt with 
in a variety of ways, for example, by special tutorials, directed reading, or atten- 
dance at out-patient clinics in ENT, Eyes, Skins etc. 


At present the only end-point assessment of vocational training is the membership 
examination of the Royal College of General Practitioners. Constant refinement of 
the examination over the years has improved its relevance and reliability to the 
point where it may now be regarded as a valid test of current vocational training. 
The examination is sat voluntarily by an increasing proportion of trainees at the 
conclusion of their training programmes. 


Qualities of the trainer 


Training can only be as good as the trainer, hence the need for him to be of high 
calibre. A trainer should be someone who adds to knowledge about general prac- 
tice, not merely purveys it; who can inspire as well as instruct. The special nature 
of the one-to-one relationship is such that very often the trainer represents the 
single most important professional influence on the future general practitioner, 

so it is necessary that these educational opportunities are neither missed nor mis- 
used. A substantial grant is payable to trainers in recognition of the level of respon- 
sibility they undertake and of the time they necessarily set aside for their training 
role. 
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Trainer appointments 


Responsibility for the appraisal of potential trainers and for their subsequent selec- 
tion and appointment lies with the General Practice Sub-Committee of the Regional 
Postgraduate Medical Education Committee. The Regional Postgraduate Adviser 
(or his associate adviser) plays a leading role in this process. A trainer is initially 
appointed for not more than two years, subsequently usually for terms of five 
years. Applicants who are turned down may appeal against this decision. Appoint- 
ments of successive trainees may be allowed to overlap but only a single grant is 
payable to the trainer. He may not engage a trainee for a period which will go 
beyond the remainder of his appointed term. Two or more trainers in a practice 
may simultaneously engage trainees if the practice circumstances can support them 
in terms of service experience and educational opportunities. 


Criteria for appointment 


When appointing or re-appointing trainers, regions generally follow closely the 
guidelines published by the JCPTGP. Some trainers are apt to regard these as pos- 
ing a threat to their individuality, but these fears are groundless: the adoption of 
acceptable standards need not mean the sacrifice of individual style. 


The JCPTGP’s criteria for appointing general practitioner trainers may be expressed 
as, “‘ready, willing and able”’. 


Willingness to teach may be demonstrated by: 


— Past and present activities in teaching students, doctors, nurses or other 
health professionals 


— Attendance at a trainer’s course before appointment 


— A commitment to take part in regular local trainers’ groups and further 
intensive trainers’ courses; and to take part in teaching activities outside the 
practice, e.g. at the associated day-release course 


Readiness to teach implies a state of preparedness, involving: 


-- Re-organising practice arrangements to take account of the presence of a 
trainee 


_ Securing the co-operation of partners, nurses and secretarial staff 


—  Ear-marking a room for the trainee to consult in, preferably for his sole 
use 


— Obtaining relevant journals and basic textbooks to form the nucleus of a 
practice library 


— Re-organising the trainer’s own daily routine to allow adequate time for 
systematic and informal teaching and supervision 


Ability to teach may be difficult to assess initially, but a judgement is based on: 
— Performance at trainers’ courses and other regional teaching activities 


— Understanding of the educational aims of vocational training 


12 


— Familiarity with the literature on training 


— Ability to construct a working curriculum and to devise appropriate 
assessment methods. 


When a trainer comes to be considered for re-appointment it is often possible 
to review his actual performance as a teacher on the basis of some or all of the 
following information: 


— His trainees’ reports on their in-practice experience 

— Trainees’ performance on the day-release course 

— Trainees’ MRCGP examination results 

— The subsequent career of former trainees 

The assessment of the trainer himself, by his peers in the local trainers’ group 


— The assessment made by JCPTGP Visitors when inspecting the training 
practice 


Clinical competence is an essential requirement for those wanting to maintain 
credibility as trainers. Its assessment is not easy, and must necessarily be indirect, 
but some of the following points may be taken into account: 


_ Local knowledge of the applicant available to the appointments committee 
— References from professional colleagues 


— Passing the examination set by the Royal College of General Practitioners 
for its membership diploma 


— Other postgraduate academic qualifications 
-- Adequacy of the applicant’s clinical records 
- Regular activity in continuing education, practice audit or clinical research. 


Interpersonal relationships: The would-be trainer should be known as a doctor 
with effective and harmonious relationships with patients and with medical and 
non-medical colleagues. The practice as a whole should display good working | 
relationships. Special attention is paid to the quality of relationships with trainees. 


Contribution of partners: It is now recognised that the practice as a whole is in 
effect the unit of teaching: the particular clinical interests of the partners and the 
extent to which they are prepared to contribute to the trainee’s experience is 
important. The partners should have a positive attitude towards training and be 
prepared to allow the trainer time within the practice’s working hours to carry out 
his teaching responsibilities. 


Experience and age: A minimum of three years in general practice is normally 
required before applicants are considered eligible for appointment. Trainers are 
not normally initially appointed over the age of sixty, nor do they usually continue 
beyond the age of sixty-five. 


Practice premises and organisation: A practice deemed suitable for training is 
expected to possess: 
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Clinical records which are well kept and complete in essentials so that the 
trainee has every opportunity to learn good record keeping by following 
his trainer’s example 


Sufficient consulting rooms, so that the trainee may practise alongside the 
trainer, thereby facilitating discussion of interesting or difficult current 
problems 


Adequate clinical and office equipment so that the trainee can develop 
clinical skills and techniques, and observe how a well equipped office can 
help the doctor in the consulting room 


A common room which, in the absence of a seminar room, is suitable both 
for informal discussion and small group teaching 


Adequate secretarial and reception staff, so that the trainee has the oppor- 
tunity of learning at first hand how efficiently employed staff can help 
patients, doctors and nurses 


Nurses and health visitors working within the practice, so that the trainee 
has a regular opportunity of learning to work with other health professionals. 
involved in primary care 


Close co-operation with all branches of the medical and social services, so 
that the trainee can learn about their functions in the community 


An effective appointment system, so that the trainee can learn how to run 
one well 


Arrangements for night and weekend emergency care which will give the 
trainee adequate experience under the supervision of his trainer 


Adequate access to radiological, laboratory and other hospital diagnostic 
services, to allow the trainee to acquire experience and discretion in their 
use 


The capacity to teach the trainee about practice administration and 
business methods 


Arrangements to enable the trainee to audit his own work critically 


Ready access to the literature of general practice and related 
disciplines. 


List size: Practice list sizes in the middle range (1,800 to 2,800 patients) are 
thought to be optimal for training purposes. A smaller list might offer inadequate 
clinical experience for the trainee, while with a very large list there could be 
insufficient time for trainer and trainee to engage in case discussion 

and more formal teaching. 


The trainee’s appointment 


Traineeships in general practice under the Trainee Practitioner Scheme are available 
only to doctors fully registered with the GMC. Eligibility to become a trainee has 
been extended to include those doctors who may already have had substantial (i.e. 
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a year or more) experience as assistants or locums in general practice but who have 
not already completed a Traineeship. Technically, the Trainee general practitioner 
is employed as an assistant to the trainer and is paid directly by him, though the 
trainer is fully reimbursed through his Family Practitioner Committee or Area 
Health Board. The trainee will be expected to possess current professional indem- 
nity cover through one of the defence societies. His salary, usually paid monthly in 
arrears after statutory deductions, is determined by reference to the hospital post 
held immediately beforehand (plus 15 per cent in recognition of UMT’s) and is 
therefore higher for an ex-registrar than for someone whose previous job was as a 
pre-registration house officer. An allowance is payable for a car, motorcycle or 
moped used by the trainee. 


Other expenditure incurred by the trainee may qualify for reimbursement; for in- 
stance, certain expenses involved in moving house (if his previous post was an NHS 
one); the cost of installing a new telephone in his home, and the rental charge; and 
certain examination expenses. The financial aspects of trainees’ employment are 
detailed in “Statement of Fees and Allowances”’ issued by the Health Department. 


The trainer is not permitted to pay his trainee more than the appropriate salary 
specified. If a trainee wishes to undertake extra paid employment outside the prac- 
tice in his ‘“‘free time’’, this should be done only after discussion with the trainer, 
who may for instance have to consider whether being up all night working for a 
deputising service will prevent the trainee obtaining full benefit from his training. 

A properly planned programme, however, involving release to a deputising service 
(or to community health clinics or to hospital outpatients) for educational purposes, 
is a different matter. 


Five weeks annual holiday is usual. Weekends, nights, and other time off are 
matters for arrangement, but the trainee’s workload should not exceed that of his 
trainer and should allow for attendance at the weekly release course in addition to a 
half-day off each week. 


The question of manning the trainee’s telephone occasionally comes up. There is 
no legal requirement for the trainee’s wife to do this, though — like GPs’ wives — 
many do. The matter should be raised, and agreement reached with the trainer 
beforehand. It is best for this and other points of a legal kind to be incorporated 
in a formal contract of employment, rather than in a statement of appointment 
which is the minimum required by law. The contract, or the statement, should be 
given to the trainee within 13 weeks of commencing his employment. Model agree- 
ments based on those for salaried assistants are available from the BMA’s GMSC 
Trainees’ Sub-Committee. 


As the Regulations stand it would be permissible to spend as much as two years in a 
training practice, but appointments longer than a year are exceptional. However, 

it has been officially accepted that the training period in general practice may be 
extended beyond 12 months in certain circumstances: namely where the trainer 
declines to sign a Statement of Satisfactory Completion, the JCPTGP does not feel 
able to issue its certificate and recommends a further single period of general prac- 
tice training normally not to exceed six months and the approval of the Secretary 
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of State is given to the recommended extension. If illness in the trainee causes 
absence beyond two weeks, the period of training should be extended accordingly. 
The trainee will continue to receive his salary — certainly up to three months; but 
his car allowance and the trainer’s grant are suspended until his return. 


Workload 


Bearing in mind that legally the trainee is employed as an assistant but that the 
employment has an educational purpose, it is necessary to look at the way work 
may be allocated to him. In general his workload should not exceed that of his 
trainer but this does not mean that for instance he must never do more home visits 
than his trainer. In training practices where home visits are relatively few, it would 
be perfectly proper for the trainee to be steered towards these important learning 
opportunities rather than to take “his fair share’. It is the trainer’s duty to be an 
educational manager, as well as the trainee’s employer. 


In the same way the trainee’s consulting rate during his surgeries should initially be 
protected at quite a low level until he feels able to consult faster; and what is more 
important, has demonstrated this ability to the satisfaction of his trainer. 


The trainee in general practice is regarded as supernumerary, and technically there- 
fore is surplus to service requirements. A training practice should never be depen- 
dent on having a trainee. However, given there is a trainee in post, the practice 
should be able to rely on him; for instance to be at the surgery when expected and 
to follow up his patients at home when this is necessary. Give and take is a key fea- 
ture of relationships between doctors in a practice, and the trainee can be sure of 
being treated with a generous amount of flexibility. In turn he should show that he 
is fully committed and not half-hearted, and that he has a proper appreciation of 
the practice’s priorities. 


Occasionally, problems arise in the trainer-trainee relationship which the parties 
concerned find difficult to resolve. The local course organiser can often prove 
helpful in these circumstances; but failing this, the trainee should have no hesitation 
in approaching the regional postgraduate adviser, who will try initially to deal with 
the matter informally. 


In a more systematic way, the regional adviser gathers trainees’ evaluations of ex- 
perience in training practices, and this information is generally fed back to the 
trainers concerned. So, not only trainees are assessed; the process of monitoring 
extends to the performance of trainers, and indeed to the adequacy of regions’ 
overall arrangements for vocational training. 
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V 


RELEASE COURSES 


Although the Regulations do not actually mention the release course, it is widely 
valued for a number of reasons. Firstly, as a long stop; to ensure coverage of topics 
which may not have been dealt with adequately in either the hospital or practice 
phases of vocational training. Secondly, integration; drawing together the separate 
threads of the training programme. Thirdly, for the opportunities to make continu- 
ing assessments of trainees. 


Aims 


A well-designed course can provide the following, particularly for those in the 
hospital phase of training: 


Orientation towards general practice. In the majority of training programmes, 
whether linked or self-constructed, the general practice year is taken last; 

and many linked rotations do not offer a preliminary exposure in general 
practice. Hence trainees may embark on their training without a clear idea 

of its relevance to their future work in general practice. A release course can 
help to correct this. 


Preparing the ground work. Until undergraduate teaching in general practice 
becomes more systematic, many trainees will start with an inadequate under- 
standing of concepts which are of special importance to general practice; for 
instance normal human development, the mutual behaviour of doctor and 
patient, the sociology of medical care, and the application of epidemiological 
principles to the consultation. These topics cannot all be deferred until the 
final training year, and a release course can help to fill in the gaps. 


Familiarity with group work. Some important topics do not lend themselves 
to simple instruction or didactic presentation, and may be unsuitable for 
one-to-one tutorials or for self-learning. These topics generally concern diffi- 
cult or controversial areas where there is room for more than one opinion; for 
instance, long term aims in patient management, ethical issues concerning the 
limits of medical responsibility, professional response to social pressures, or 
practice policies on home visiting. Issues like these can tax experienced prac- 
titioners and may certainly pose problems for trainees. The group format 
allows a fuller discussion of these topics, if not their resolution, and in this 
way can contribute to the maturing of the trainee. Membership of a small 
group can also prove supportive in a more general way, and can significantly 
improve morale amongst trainees. The release course can provide an oppor- 
untity to participate in a continuing group, perhaps for two years or more, 
and so lay the foundation for peer review as an acceptable form of clinical 
audit. 


Inducing appropriate attitudes. Hospital experience may induce in the 
trainee attitudes which, while appropriate for that setting, may prove less 
helpful in general practice. The trainee needs to think in whole-person terms 
instead of concentrating exclusively on the aspect of the patient which is the 
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unit’s particular concern, encouraged to relate to his patient as a person 
rather than as the bearer of a particular ailment. He needs sanction to aban- 
don the active role in favour of a more watchful, pastoral one and help to 
tolerate levels of uncertainty not encountered on the ward or in out-patients, 
and to come to terms with the tentativeness of many of his clinical actions. 


Individually these attitudes are not unique to general practice, but together 
they constitute a value-system distinct from that which trainees experience in 
hospital. The release course can provide occasions for acquiring and for 
examining those attitudes which are especially valued by general practitioners. 


Participating in the planning of the programme. Ideally, training should be 
tailor-made to meet the trainee’s individual needs. This is rare, especially in 
hospitals where the service element predominates and personal teaching by 
consultants is subject to exigencies of day-to-day work. The trainee’s learn- 
ing is thus often undirected and he may be left to absorb as much experience 
as possible during his tenure, supplemented by private reading which may 
vary in its width and its relevance, and by attendance at lectures and demon- 
strations designed primarily for the interest to hospital staff. This may add 
up to a significant educational input, but it is based on an assumed general 
need, not on an individual assessment of the trainee which could lead to map- 
ping out areas of weakness requiring supplemental teaching, or to identifying 
topics which excite his interest and which he might be encouraged to explore 
more deeply. 


Identifying with general practitioners. During the two years which the 
trainee spends in hospital his dealings with general practitioners may be few 
and far between, and apart from occasional contacts with regional advisers or 
local scheme organisers he may remain isolated from his eventual profession. 
A release course allows the future general practitioner to share experiences 
with fellow trainees and to identify with general practitioner tutors on the 
course. 


Integrating the training. The trainee’s total learning is spread over a number 
of years and is derived from a wide variety of sources, and unless it can be 
integrated there is a danger that it may remain something of a patchwork. 
The release course can be the setting in which the trainee’s different exper- 
iences are welded together. 


Problems 


Two main problems have been encountered in providing release courses. 


First, phasing entry. Most training schemes recruit trainees more than once a year, 
so there may be multiple entry dates to the corresponding release course. As a 
result, it may be difficult to maintain groups of constant composition, and this will 
have two further effects: it will militate against group cohesiveness, and topics may 
have to be repeated to the boredom of some trainees for the sake of others who 
may have missed them. 
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This particular problem is compounded by the continuous entry of those general 
practice trainees who are on self-constructed programmes and who have been 
appointed by their trainers without consulting the regional organisation. Under 
these circumstances, it is impossible to achieve synchronised entry to the course, 


and in some regions trainers have agreed to phase such appointments around certain 
dates. 


Second, obtaining release during the hospital phase. Because of difficulties in 
arranging cover, there may be a problem in actually getting trainees released, partic- 
ularly from certain specialties such as obstetrics and from smaller units employing 
only two or three SHOs. Those on self-constructed programmes — around 50% of 
trainees — are in any case rarely able to obtain regular release to courses while 
working in hospital. 


Content 


The two chief strengths of a release course are group work and continuity. There 
is little point in attempting to cover topics which are better dealt with by personal, 
one-to-one teaching; or in competing in those areas where learning is by doing, 
whether at the hospital bedside or in the practice consulting room. The release 
course can certainly reinforce the learning acquired in these situations, but in addi- 
tion there is great scope for breaking new ground and exploring topics which are 
not well catered for in the conventional clinical apprenticeship. 


Ideally, the precise content of the course will be related to the needs of the trainees. 
Some of these needs may be safely assumed; some will have to be determined by 
assessments because trainees may vary in their attainment levels at entry, and 
successive cohorts will vary with changes in the undergraduate curriculum. (These 
changes are likely to be in both directions. Better teaching, as departments of 
general practice become established, will ease the task of the course organiser in 
some respects; but the shift in undergraduate teaching away from practical exper- 
ience towards the theoretical basis of medicine may make it necessary for the re- 
lease course to become more clinically orientated.) Mention has already been made 
of the value of discussions in small groups for forming appropriate attitudes. In 
addition, important problem-solving skills can be acquired when group work is 
directed towards this end. Trainees are increasingly requesting opportunities on 
release courses to become familiar with the techniques and scope of the member- 
ship examination of the Royal College of General Practitioners, which a majority 
of them now sit. 


Whatever topics are chosen for inclusion in the course programme, they should 
stand up to the tests of relevance, importance and interest. Inevitably they will 
not all appear to have equal application to the trainee’s work, and it will be a test 
of the organiser’s skill to demonstrate the relevance of the subject to the trainee’s 
future in general practice and to excite his enthusiasm for it. By this means, 
apparently extraneous material may be successfully incorporated into courses. 
Nevertheless, in general, the starting point for the trainee’s teaching and learning 
should be his own direct experience, both his clinical work with patients and their 
families, and his contacts with professional colleagues (Appendix M). 
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Organisation 


Because of the constraints noted above, the final shape of the release course is 
bound to represent a compromise in which a purist educational approach may have 
to be sacrificed to achieve something worthwhile for the greatest number. This is 
not incompatible with maintaining standards: the compromise is not over standards 
but over aims and the allocation of resources. The inevitability of multiple entry 
dates into the course will require flexibility of the syllabus, and a common arrange- 
ment is for a sequence of ten weekly sessions occupying an academic term, each of 
the three terms having perhaps a separate theme. The cycle may be repeated every 
one, two or three years depending on the overall length of the course; and in turn 
this will partly depend on whether there is a separate course for general practice 
trainees or whether they are integrated with their hospital colleagues. Individual 
sessions may consist of lecture-discussions; group work centred on current cases, 
audio tapes, video tapes, journal articles, or a review of records; reports of trainee 
projects; or a combination of these. 


Responsibility for planning and running the course is usually vested in a single 
organiser. He has the full support of the Regional Adviser and can call on other 
resources such as the local clinical tutor, general practice trainers, workshop leaders, 
and teachers in academic departments of general practice. He co-operates closely 
with the clinical tutor, especially over the programmes for trainees in hospital posts. 
While the organiser will naturally wish to promote his own ideas he will encourage 
trainees to participate in the planning of their course and not to adopt a passive 
approach to their own educational programme. There will usually be frequent 
opportunities for the course to be appraised both by the trainees themselves and by 
external means (Appendix N). Where continuing assessments of trainees are under- 
taken, the results may allow modifications to be made to the course as it progresses. 


For hospital trainees unable to obtain release from their posts, participation in the 
hospital’s own postgraduate programme for general professional training may offer 
an acceptable alternative to the conventional release course, particularly when 
suitably augmented and when resourced by experienced general practitioner 
teachers. These trainees, and those on self-constructed programmes, could also 
benefit from intensive courses of one or two weeks duration, perhaps organised 
regionally, but taking place at the beginning of the general practice year. In some 
regions regular evening meetings have proved acceptable to trainees, and these may 
be held in the homes or practice premises of local general practitioners. In some 
schemes a general practitioner trainer is nominated as the trainee’s “‘tutor’’ and 
maintains contact with him throughout the period of hospital training. 
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VI THE VOCATIONAL TRAINING REGULATIONS 


Initial entry into general practice as a principal within the NHS is now regulated by 
reference to special postgraduate educational criteria, and applicants, unless they 
happen to be exempt already, must first show that they have acquired the requisite 
medical experience by way of preparation for their career. 


Exclusions 


The Regulations are intended to govern the entry of principals into general medical 
practice in the National Health Service, and do not apply to practitioners: 


— in private medical practice or in industry 
—  oremployed as assistants or locums whether in the NHS or not 


— or offering only restricted services such as maternity or contraception. 
N.B. The size of the doctor’s list is immaterial in this connection: if full, 
unrestricted services are offered, even to a limited list (e.g. the staff of a 
hospital), then the Regulations apply. 





Exemptions 
Many doctors will be exempt: 


— those already principals on the appointed day — 15th February, 1981. They 
remain exempt for all time; even should they subsequently resign and then 
decide to return at a later date, this status will be preserved 


— doctors previously on the medical list of a Family Practitioner Committee 
(or of its predecessor, the Executive Council), or Area Health Board in 
Scotland, are exempted only up to 15th February, 1990. If return to general 
medical practice as a principal is postponed beyond that date, then the require- 
ments of the Regulations will have to be satisfied; however, a doctor who 
resumes practice as a principal by that date will then remain exempt for all 
time. 

— Armed Forces doctors engaged on or before 15th February 1981 on duties 
broadly comparable to general medical practice are exempt under the 
same conditions as their civilian counterparts, save that those Service Medical 
Officers exempt only until 15th February 1990 are not able to gain subse- 
quent life-long exemption if they return to general practice duties within the 
Armed Services, 

(see above for comparable conditions for principals in the N.H.S.). 


Certification 


The Regulations stipulate or “prescribe” the sort of medical experience which has to 
be acquired and which will qualify for the certificate of prescribed experience 

issued by the Joint Committee on Postgraduate Training for General Practice. The 
reason why this is important is that before an application for inclusion in a medical 
list may be considered by the Medical Practices Committee, it must be supported 
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by a JCPTGP certificate. To secure a certificate, the applicant has first to obtain 
a statement of satisfactory completion in respect of each of his separate posts and 
then send these to the JCPTGP. (Form VTR/1 for the general practice year and 
form VTR/2 for hospital posts). 


Prescribed Experience 


Because of the two-stage implementation of the Regulations, the definition of 
“‘prescribed experience’? depends on whether one is considering the period before 
16th August, 1982, or afterwards. Until that date, prescribed experience consists 
merely of 12 months as a full-time trainee general practitioner (or two years if the 
training is undertaken half-time). From 16th August, 1982 onwards, prescribed 
experience means three years training full-time (or proportionately longer if part- 
time) completed within an overall period of not more than seven years. 


The three-year training must be made up as follows: 


(i) One year at least spent as a trainee general practitioner with an approved 
trainer. 
(ii) One year at least in two or more approved six-month hospital appoint- 


ments in specialties drawn from a restricted list: 

— Accident and Emergency Medicine, or General Surgery 

— General Medicine 

— Geriatric Medicine 

— Obstetrics or Gynaecology, or Obstetrics and Gynaecology 
— Paediatrics 

— Psychiatry 


The entire hospital experience may, if the doctor wishes, be confined to 
any two of these specialties. 


(iii) On the other hand, any remaining period, i.e. up to a year, may be spent in 
one or more of a wider range of approved hospital or community medicine 
posts. 


Educationally Approved Posts 


To count towards prescribed experience all hospital or community medicine posts 
must be held subsequent to limited or full registration with the General Medical 
Council, and be “educationally approved’’; which means that, for England and 
Wales and Northern Ireland, they must first have been approved by the Royal 
College or Faculty concerned with the specialty in question, and then selected by 
a regional postgraduate medical education committee (in Northern Ireland, by the 
Council for Postgraduate Medical Education) as suitable for general practice train- 
ing. The approval mechanism in Scotland is slightly different. There, ‘“‘education- 
ally approved posts” are posts in hospital or in community medicine which have 
been approved by the appropriate regional postgraduate committee in Scotland 
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for the purposes of vocational training for general practice, or posts approved under 
similar arrangements in England and Wales and Northern Ireland. The Scottish 
posts are selected by the regional committees, taking into account posts approved 
by the relevant Royal College or Faculty and having regard to standards laid down 
by the JCPTGP. A post becomes educationally approved by virtue of a Statutory 
Instrument issued by the Secretary of State (at present, once a year). 


Part-time training 


Experience acquired on a part-time basis can count towards prescribed experience 
provided it is not less than half-time; the duration of training will have to be ex- 
tended proportionately. However, the total experience must be acquired within 
a seven-year period immediately preceding application for the certificate of pre- 
scribed experience. This still allows for breaks in training which may be helpful 
to women doctors in particular. 


Equivalent Experience 


Other sorts of medical experience not necessarily fulfilling the criteria for prescrib- 
ed experience may nevertheless be allowed to count towards the total medical 
experience deemed to be “equivalent” to prescribed experience. Some examples 
are: 


— experience gained overseas 

— posts occupied on a less than half-time basis, or for less than six months 
— electives | 

— experience in an occupational health service 


- non-training assistantships in general practice, or locum work. However, 
the Joint Committee will in future expect most applicants for equivalent 
experience certificates to have undertaken a year in a training practice. 


If the JCPTGP is satisfied that an applicant’s overall medical experience equates 
educationally to that prescribed by the Regulations, it will issue a certificate of 
equivalent experience. 


Appeals 


Should the JCPTGP decline to issue a certificate, whether of prescribed or of equiv- 
alent experience, it will say why. There is provision for applicants to appeal to the 
appropriate Secretary of State against the JCPTGP’s refusal to issue its certificate. 
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Vil THE JOINT COMMITTEE ON POSTGRADUATE TRAINING FOR 
GENERAL PRACTICE 


The Royal College of General Practitioners was originally responsible through its 
vocational training sub-committee for initiating and developing ideas on training 
for general practice. In 1974 it set up, with the General Medical Services Commit- 
tee of the British Medical Association, a separate committee for postgraduate train- 
ing. A year later, and with a broadened membership, this body became the Joint 
Committee on Postgraduate Training for General Practice. 


Composition 


Currently, its 24 members are drawn from: 


— Royal College of General Practitioners 7 
(including one trainee general practitioner) 
— General Medical Services Committee of the BMA / 


(including one trainee general practitioner) 


— Conference of Postgraduate Advisers in General 3 
Practice of the U.K. 


_ Conference of Postgraduate Medical Deans of the U.K. 
~ Armed Services General Practice Approval Board 
— National Association of Clinical Tutors 


— Association of University Teachers of General Practice 
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= Joint Consultants Committee 


The meetings of the Committee are attended by observers from the Health 
Departments and from the three Councils for Postgraduate Medical Education. 


The secretariat is headed by an administrative secretary, and there are two Hon- 
orary Joint Secretaries to whom correspondence should be addressed. A Medical 
Executive Officer has been appointed with special responsibility for Certification. 
The address of the JCPTGP is 14 Princes Gate, Hyde Park, London, SW7 1PU. 


Functions 


Advising professional and educational bodies on the standards required for post- 
graduate training for general practice. 


Monitoring regions’ training arrangements, and recognising programmes which 
furnish educational experience of the required standard. 


Carrying out, as the prescribed body, functions related to certification as specified 
in the Vocational Training Regulations. 


Visits 


The Committee conducts a regular two-yearly cycle of visits to the regions (and to 
the Armed Forces) to monitor their training arrangements. A panel of around 
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SO visitors is maintained for this purpose, mainly regional advisers, together with 
associate advisers, course organisers and others. Usually three visitors spend three 
days inspecting components of two or three individual schemes. Occasionally the 
team may be accompanied by a member of the JCPTGP, for instance one of the 
trainees. In the course of the visit 10 or 12 trainers are interviewed in some depth, 
and they are rated according to a marking schedule. An important part of the pro- 
ceedings is the private interview with the trainees collectively, when aspects of the 
hospital posts and the release course can be covered in addition to trainees’ exper- 
iences of their training practices. There is generally an opportunity to meet the 
postgraduate dean, the clinical tutor, other hospital consultants associated with the 
scheme, the course organiser, as well as the regional adviser. The visitors subse- 
quently report their findings to the Joint Committee, together with recommenda- 
tions which are passed on to the region. 


The purpose of visiting 

This is to: 

— review the arrangements for vocational training in the regions and to keep the 
Committee informed of the standards being applied, in particular the extent 


to which regional committees are observing the recommended criteria for the 
selection of trainers 


— recommend the approval by the Committee of training schemes which furnish 
educational experience of the required standard 


— foster goodwill between the Committee and the regions; and to demonstrate, 
especially to trainees, that a central organisation exists and is concerned with 
standards of training 


~ establish the principle of external assessment as a method of quality control 
— note examples of good practice which can be passed on to other regions 


~ provide an opportunity for advisers, organisers and trainers to take a fresh 
and critical look at their aims and achievements, and to encourage them and 
the trainees by introducing new ideas which will raise their expectations 


— learn of local conditions which are hampering the full implementation of 
nationally agreed standards, and to help the regional adviser, through discus- 
sion, to see how these may be overcome 


— report on the availability of part-time training, and the provision of counsell- 
ing for women trainees 
— report on the overall state of vocational training in each region; to note the 


especially desirable features of individual schemes and to recommend 
measures that would further strengthen them 


— note any national or regional policies which are proving detrimental to 
vocational training and which the Committee may wish to draw to the atten- 
tion of its constituent bodies or observers 


— identify those schemes which need to be modified before they can be approv- 
ed, and to specify the changes required. 
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Certification 


The implementation of the vocational training regulations has created an important 
additional role for the Committee which is now responsible for processing applica- 
tions for certificates of prescribed or of equivalent experience. Certificates of pre- 
scribed experience (the more numerous) are issued against receipt of the appropri- 
ate batch of statements of satisfactory completion. Applications under equivalent 
experience usually involve more work, because each is considered on its merits and 
the documentation generated may be considerable. A special panel assists the 
Committee in reaching decisions on equivalent experience. 


Publications 


In two booklets the Committee has consolidated its criteria on the selection of 
trainers (1976) and on the selection of hospital and community medicine posts 
(1980). In addition, it has published a guide to certification (1981). Guidance on 
Equivalent Experience is available from Regional Advisers and from the Joint 
Committee. 


Later on, it hopes to issue criteria agreed with the RCGP on the standard of medical 
record keeping towards which training practices will be expected to work. 
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Vill PART-TIME TRAINING 


Part-time training is acceptable as suitable preparation for general practice. The 
Regulations allow half-time (or greater) employment in approved posts to qualify 
for prescribed experience, provided the duration of training is extended proportion- 
ately. Less than half-time employment may be aggregated in certain circumstances 
and allowed to count towards equivalent experience. 


Basis for Calculation 


What governs the meaning of full-time and, therefore, part-time is not set down 

in any Regulation and it would be unwise to attempt to define it. Technically a 
principal in NHS General Practice has a continuous and constant commitment to 
the care of patients on his list. This does not mean he has to provide such service 
personally and continuously week in and week out, but he is responsible for ensur- 
ing that all necessary care is provided by virtue of his personal contract with the 
Family Practitioner Committee. 


It must be remembered that trainees are the employees of their trainers and al- 
though advice on their contract is available from the BMA or regional postgraduate 
organisation, hours of work and other contractual matters remain the subject of 
negotiated agreement between the two parties. 


Appointment 


Some would-be part-time trainees have difficulty in finding trainers willing to en- 
gage them. Trainers’ reluctance is sometimes due to their view that taking a trainee 
half-time, for which they are paid only half the normal trainer’s grant, involves 
more than half the usual work; besides which there may be the expense of servicing 
the trainee’s consulting room, lying idle for half the time. 


The salary of the half-time trainee in general practice is reduced proportionately, 
but his car allowance is not cut to the same extent. 


The original intention behind the provision of part-time vocational training, 
whether in hospital or in general practice, was to give opportunities for satisfying 
the Regulations to those unable to pursue full-time training because of disability, 

ill health or domestic commitments. Those in the last category will be mainly, 
though not exclusively, women doctors with a young family or perhaps with elderly 
dependants. The test is whether individuals are really prevented by their circum- 
stances from pursuing full-time training. Where, as in many regions, part-time 
training posts are in short supply, it is natural that priority be given to those with 
domestic commitments, or who are similarly restricted. 
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IX EQUIVALENT EXPERIENCE 


Equivalent experience provides a mechanism for satisfying the Regulations, and 
thus for entering general practice as a principal, other than through conventional 
vocational training. However, when application is made to the JCPTGP for its 
certificate, the experience offered must equate educationally with that prescribed 
in the Regulations, i.e. with the standard training programme in its permitted varia- 
tions. This does not mean that post must be matched against post; equivalence is a 
concept which applies to the doctor’s overall medical experience, not to bits of it. 


Posts which may be considered 


It is this feature that allows posts, which individually might be ruled out for pre- 
scribed experience, to be brought in for consideration under equivalent experience. 
For instance, posts: 


— not “educationally approved”’ 

— undertaken less than half-time 

— occupied for too short a period 

— spread over more than the seven years stipulated in the Regulations 


— ““out-of-time” because they were occupied more than seven years before 
application to the JCPTGP (but any experience gained longer than 10 years 
before might not be accepted) 


— representing non-training employment in general practice as locum, deputy, 
or assistant (but not more than six months locum work will usually be 
allowed to count) 


= Overseas 


= in an occupational health service, in community health, in the prison service, 
in medical branches of the Armed Forces, as a ship’s doctor, in a mission 
station, in medical research or in academic departments related to medicine 


— arranged as an elective 


Criteria 


The difficulties in equating like with unlike are formidable, but the JCPTGP has 
built up a considerable body of case-law which now allows it to state clearly 
whether a particular overall medical experience satisfies the criteria. To enable it 
to reach a decision the JCPTGP requires full information about an applicant’s 
experience, and if overseas posts are involved, the information must be in detail. 
References and other confirmatory documentation are generally required. 


In making judgements about equivalent experience the features taken into 
account include: 


— the nature of the posts 


as their mix and balance 
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— length of tenure 

— proportion of full-time 

— range of duties, and the case-load 

— degree of responsibility undertaken 

— amount of supervision, teaching and audit 

— availability of back-up services: nursing, X-ray, laboratory etc. 
— opportunities for postgraduate education 

— library facilities, seminars and clinico-pathology conferences 
— research and projects 


If the JCPTGP decides an applicant’s overall experience is not adequate it will offer 
guidance on the further training needed to meet its requirements. As a rule, all 
applicants who commenced their training after February 1981 will normally be 
expected to have done the full trainee year in general practice; (at present an equi- 
valent to this is two years as an assistant in NHS general practice together with 
postgraduate education). If the applicant has only gained experience in an overseas 
training scheme a traineeship of at least three months in the U.K. is still normally 
required: there are as yet no reciprocal arrangements with other countries for 
recognition of training. 


Prospective ruling 


Many doctors contemplating working in a non-“‘educationally approved” post 
would like to know in advance how it would stand in regard to equivalent exper- 
ience. This is understandable, but the JCPTGP is only rarely willing to give formal 
prospective recognition to individual posts, preferring instead to consider an appli- 
cant’s total training programme, because an important criterion is the overall 
balance of the experience. So when seeking guidance of this sort it is best to out- 
line past, present, and future medical experience so far as this is possible. Prospec- 
tive recognition of individual posts may be obtained in certain special circumstan- 
ces, for instance where an obviously suitable hospital post has not, for technical 
reasons, been submitted for official approval, or where an elective has been arrang- 
ed through, and with the full support of, the regional postgraduate adviser. 


It should be emphasised that equivalent experience is not a soft option, nor does 

it confer second-class status. In effect, those who have done a conventional training 
(“prescribed experience’’) can apply for a certificate in a straightforward way in the 
reasonable expectation that they will get it. Everyone else is put to the additional 
trouble of submitting detailed information; and because each application under 
equivalent experience is judged on its merits, no assumption may be made about 
the JCPTGP’s eventual decision. | 
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X OBTAINING THE JCPTGP CERTIFICATE 


This chapter should be read in conjunction with the Flow chart (Appendix R). 


The first step is to decide whether you are eligible for a certificate of 
prescribed experience, te. 


— your training was in the right combination of posts which were: 
— all educationally approved (your regional adviser will be able to confirm 
this) 
— not less than half-time 
— held for the right length of time 


- and your training was started and finished within the seven years immediately 
preceding your application to the JCPTGP. 


N.B. If you complete the general practice component of training before 16th 
August 1982 you will have satisfied the requirement for prescribed experience and 
may apply for the certificate irrespective of whether any hospital training has been 
undertaken. However, application under this first phase of the Regulations must be 
made before 16th November, 1982. 


At the end of each separate general practice or hospital or community medicine 
appointment, obtain from the appropriate trainer, consultant, or specialist, a signed 
‘statement of satisfactory completion” which testifies that you did your work in 
such a way as to acquire the medical experience expected. 


Normally, trainers’ statements should be forwarded to the regional adviser for veri- 
fication of the signature. For hospital consultants’ statements, the stamp of the 
employing authority serves a similar purpose. The completed statements should 
then be submitted to the JCPTGP in a batch, in support of your application for a 
certificate of prescribed experience. The JCPTGP is prepared to receive such appli- 
cations up to four weeks before the actual completion of the final appointment. 
This will enable certificates to be issued in time for them to be submitted to the 


Medical Practices Committee by doctors hoping to enter general practice as princi- 
pals immediately. 


If your medical experience does not meet the criteria for prescribed experience but 
you think it could be regarded as equivalent, you should ask the JCPTGP to send 
you the appropriate application form. On it you will be expected to list, in detail, 
information about your entire medical experience, including: 


— the nature of the medical duties, and degree of clinical responsibility 

— the workload, whether full-time or part-time; out-of-hours responsibility 
— range of clinical material; experience of domiciliary medicine 

— supporting nursing, laboratory, radiological and other technical services 
— supervision by senior staff; the personal teaching available 


— library and postgraduate teaching facilities. 
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Your application should be accompanied by references and other documentary 
support, especially in respect of overseas posts. 


The JCPTGP, if satisfied that the necessary criteria have been met, will issue its 
certificate of prescribed/equivalent experience enabling the Medical Practices 
Committee to consider an application for appointment to a practice vacancy. Once 
issued, the certificate does not have to be used straightaway: it may be retained 
and submitted to the Medical Practices Committee (the Area Health Board in 
Scotland and the Social Services Board in Northern Ireland) at any time in the 
future. 


Should the JCPTGP decide not to issue a certificate it will state its reasons, identi- 
fying what it considers to be the shortfall in your overall medical experience and 
providing guidance on the further experience necessary to enable you to obtain its 
certificate. It is worth considering this advice very carefully. There is provision for 
disappointed applicants to appeal to the Secretary of State against the JCPTGP’s 
refusal. If the Appeal Body should find for the applicant, then the JCPTGP will 
issue the certificate. 
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APPENDIX A 


Leeuwenhorst Statement on the Role of the General Practitioner* 


The general practitioner is a licensed medical graduate who gives personal, primary 
and continuing care to individuals, families and a practice population, irrespective 
of age, sex and illness; it is the synthesis of these functions which is unique. He will 
attend his patients in his consulting room and in their homes and sometimes in a 
clinic or a hospital. His aim is to make early diagnoses. He will include and inte- 
grate physical, psychological and social factors in his considerations about health 
and illness. This will be expressed in the care of his patients. He will make an 
initial decision about every problem which is presented to him asa doctor. He will 
undertake the continuing management of his patients with chronic, recurrent or 
terminal illnesses. Prolonged contact means that he can use repeated opportunities 
to gather information at a pace appropriate to each patient and build up a relation- 
ship of trust which he can use professionally. He will practise in co-operation with 
other colleagues, medical and non-medical. He will know how and when to inter- 
vene, through treatment, prevention and education, to promote the health of his 
patients and their families. He will recognise that he also has a professional respon- 
sibility to the community. 


*From the General Practitioner in Europe, a Statement by the working party 
appointed by the Second European Conference on the Teaching of General 
Practice, Leeuwenhorst, Netherlands, 1974. 
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APPENDIX B 


The Attributes Desirable in a General Practitioner* 
I PROFESSIONAL VALUES 


The doctor tries to render a personal service which is comprehensive and continu- 
ing. In his practice arrangements he balances his own convenience against that of 
his patients, takes into account his responsibility to the wider practice community, 
and is mindful of the interests of society at large. He accepts the obligation to 
maintain his own mental and physical health. He puts a high value on communica- 
tion skills. He subjects his work to critical self-scrutiny and peer review, and 
accepts a commitment to improve his skills and widen his range of services in 
response to newly disclosed needs. He recognises that researching his own discip- 
line and teaching others are part of his professional obligations. He sees that part 
of his professional role is to bring about a measure of independence: he encourages 
self-help and keeps in bounds with his own need to be needed. His clinical deci- 
sions reflect the true long-term interests of his patients. He is careful to preserve 
confidentiality. 


II ACCESSIBILITY 


The doctor is broadly accessible to the satisfaction of his practice population. He 
can be seen quickly for urgent matters, and normally within two days for non- 
urgent matters. He is prepared to visit patients in their homes. He is available for 
advice on the telephone at known times. His staff are helpful to patients and see 
themselves as facilitating the doctor-patient contact. He provides adequate out-of- 
hours cover. His patients are aware of the procedure by which the doctor or his 
deputy can be contacted at any time of the day or night. 


Ii CLINICAL COMPETENCE 


The doctor is shrewd, observant and skilled at eliciting relevant information. He 
works swiftly but surely, without undue sense of rush. In general, his history- 
taking and physical examinations are economical, and his notes pithy but inform- 
ative; but when occasion demands, he is capable of more exhaustive procedures. 
His personal style of consulting is consistent but is responsive to individual patients’ 
needs and demonstrates a logical problem-defining process. He links physical, 
social and emotional factors when formulating his assessment of the patient and 
when planning further management. He makes appropriate use of other members 
of the practice’s health care team, and of colleagues and agencies outside. 


He prescribes effectively, with caution and mindful of costs. He carefully follows 
up his patients and actively seeks to learn the consequences of his action or in- 
action. The clinical records he keeps help him to monitor patients’ progress and 


*Compiled by a working party of the RCGP. 


S13) 


to plan anticipatory care and other preventive measures. He employs opportunistic 
health education and constantly reinforces advice on life-styles; and by giving re- 
levant information freely to patients, tries to encourage them to share responsibi- 
lity for their own health care. 


IV ABILITY TO COMMUNICATE 


The doctor is receptive, and conveys a sense of attentiveness, of professional con- 
cern for the patient’s unfolding problem, and of personal commitment to the 
patient. He shares information and decision-making with the patient as much as 
possible. The patient feels supported and encouraged by the doctor, and better 
informed than before, and so feels more capable of handling future episodes of a 
similar illness. 


Notices and educational displays in the waiting room are clear, and as far as possible 
positive and optimistic. The staff handle enquiries sensitively. 


Entries in the clinical records are legible, ordered, pertinent, accurate and retriev- 
able. They are capable of being used for teaching, research and audit. Letters to 
consultants are informative, and explicit about the reason for referral and the 
doctor’s expectations. 


The ancillary staff and other members of the practice’s health care team have fre- 
quent opportunity to meet the doctors informally to discuss aspects of practice 
policy or matters of mutual clinical interest. Times are set aside for more formal 
meetings when longer-term issues can be discussed. The doctor is sensitive to the 
views of the staff and anxious to bring them into the policy-making as far as 
possible. 
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APPENDIX C 


Postgraduate Advisers in General Practice in the United Kingdom Regions and in the 


Armed Forces. 


REGION 


NORTHERN 


YORKSHIRE 


TRENT 


EAST ANGLIA 


NORTH WEST THAMES 


NORTH EAST THAMES 


SOUTH EAST THAMES 


SOUTH WEST THAMES 


WESSEX 


ADVISER 


Dr. D. H. Irvine and Dr. M. McKendrick, Division 
for General Practice, Regional Postgraduate Institute 
for Medicine and Dentistry, 11 Framlington Place, 
The University of Newcastle-upon-Tyne, NE2 4AB. 
Tel: 0632 328511 


Dr. J. D. Sinson, Teaching Block, Littlewood Hall, 
The Infirmary, Great George Street, Leeds LS1 3EX 
Tel: 0532 432799 x450 


Dr. P. D. Sprackling, Postgraduate Office, Medical 
School, Queen’s Medical Centre, Nottingham NG7 
2UH 

Tel: 0602 700111 x3461 


Dr. R. M. Berrington, East Anglian Regional Health 
Authority, Union Lane, Chesterton, Cambridge 
CB4 1RF 

Fel: 022361212 


Dr. D. G. Wilson, British Postgraduate Medical 
Federation, 14 Ulster Place, London NW1 5HD. 
Tel:-01-935-8173 


Dr. S. E. Josse, British Postgraduate Medical 
Federation, 14 Ulster Place, London NW1 SHD. 
Tel20169335°3173 


Professor P. M. Higgins, Department of General 
Practice, Guy’s Hospital Medical School, St. Thomas 
Street, London SE1 

Tel: 01 407 7600 x2154 


Dr. T. Silver, British Postgraduate Medical 
Federation, 14 Ulster Place, London NW1 5HD. 
Tel: 019358173 


Dr. R. Thomas, South Academic Block, Southampton 
General Hospital, Tremona Road, Southampton 

SO9 4XY 

Tel: 0703 777222 x3547 


a] 


OXFORD 


SOUTH WESTERN 
(Gloucester, Avon & 
Somerset) 


Devon & Cornwall 


WEST MIDLANDS 


MERSEY 


NORTH WESTERN 


WALES 


NORTHERN IRELAND 


NORTH SCOTLAND 


NORTH EAST 
SCOTLAND 


Dr. J. C. Hasler, The Medical School Offices, John 
Radcliffe Hospital, Headington, Oxford OX3 9DU 
Tel: 0865 817627 


Dr. M. Lennard, The University, Medical Postgraduate 
Department, Canynge Hall, Whiteladies Road, Bristol 
BS8 2PR 

Tel: 0272 24161 x1103 


Dr. D. J. Pereira Gray, Exeter Postgraduate Medical 
Centre, Barrack Road, Exeter EX2 5DW 
Tel::0392:31159 


Dr. D. G. Scott, The University of Birmingham, 
Arthur Thomson House, 146—150 Hagley Road, 
Birmingham B16 9PA 

Tel: 021 454 4828 


Dr. J. F. Lowe, Postgraduate Office, Faculty of 
Medicine, The University, P.O. Box 147, Liverpool 
L69 3BX 

Tel: 051 709 3114 


Dr. J. Roberts, Department of Postgraduate Medical 
Studies, Gateway House, Piccadilly South, Manchester 
M60 7LP 

Tel: 061 236 9456 x317 


Dr. D. J. Llewellyn, Welsh National School of 
Medicine, Ysgol Feddygol Cymru, Heath Park, 
Cardiff CG4 4XN 

Tel: 0222 755944 x3300 


Dr. A. G. McKnight, Northern Ireland Council for 
Postgraduate Medical Education, 5 Annadale Avenue, 
Belfast BT7 3JH 

Tel: 0232 640731—4 


Dr. J. Henderson, Postgraduate Medical Centre, 
Raigmore Hospital, Inverness IV2 3UJ 
Tel: 0463 34151 


Dr. D. Durno, Foresterhill Health Centre, Westburn 


Road, Aberdeen AB9 2AY 
Tel: 0224 697 722 x275 
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EAST SCOTLAND 


SOUTH EAST 
SCOTLAND 


WEST SCOTLAND 


ARMY 


RAF 


Dr. R. F. Scott, East of Scotland Committee for 
Postgraduate Medical Education, Vernonholme, 
Riverside Drive, Dundee DD2 1QF 

Tel: 0382 645151 


Dr. A. G. Donald, Leith Mount, 46 Ferry Road, 
Edinburgh EH6 4AE 
Tel: 031 554 0558 


Dr. J. S. Scobbie, West of Scotland Committee for 
Postgraduate Medical Education, The University, 
Glasgow G12 8QQ 

Tel: 041 339 8855 x7276 


Brigadier W. G. Kilpatrick, Department of General 
Practice, Royal Army Medical College, Millbank, 
London SWIP 4RJ 

Tel: 01 834 9060 x209/269 


Group Captain H. Hunt, Central Medical Establishment, 
RAF Kelvin House, Cleveland Street, London WC1 
Tel: 01 636 4651 


Surgeon Commander C. W. Millar, Room 809, 
Medical Directorate General (Naval), Ministry of 
Defence, First Avenue House, High Holborn, 
London WC1V 6HE 

Tel: 01 430 5555 x5713 
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Examples of Training Rotations* 


(a) 


(b) 


Ist August, 1978 


31st 


Ist 


31st September, 1984 


October, 1978 


January, 1979 


April, 1979 


July, 1979 


October, 1979 


April, 1980 


October, 1980 


July, 1981 


October, 1981 


January, 1982 


July, 1982 


January, 1983 


July, 1983 


January, 1984 


General Practice 


Accident & Emergency 


Gynaecology 


Ophthalmology 


ENT 


Obstetrics 


Geriatrics 


General Practice 


General Practice 


Medicine & Dermatology 


Medicine in the Community 


Accident & Emergency 


Obstetrics 


General Practice 


APPENDIX D 


3 months 


3 months 


3 months 


3 months 


3 months 


6 months 


6 months 


9 months 


3 months 


6 months 


6 months 


6 months 


6 months 


9 months 


*From A System of Training for General Practice (2nd edition) 1979 
D. J. Pereira Gray, Journal of RCGP 
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APPENDIX E 
Check-list used by RCGP Visitors (for Hospital Posts) 


Will the trainee gain knowledge and skills which he will be able to use in general 
practice and not spend a large proportion of time in learning what he will be unable 
to use? 


Will the subject and post emphasise care at least as much as cure? 


Will the trainee be encouraged to consider the patient’s state of mind, when that is 
important? 


Will he have time to “spread himself? in pursuing the clinical processes with each 
patient? 


Will he be encouraged to explain the diagnosis, treatment and prognosis to the 
patient and, when relevant, to the relatives? 


Will he be able to learn the concept of long-term continuity of care, perhaps by 
working in the out-patient department? 


Will he also learn that it is not always necessary for continuing care to be carried 
out in out-patients? 


Does the post bring the trainee in contact with the patient’s general practitioner: 
— face to face; 

— oa the telephone; 

— or by letter? 


Are discharge arrangements discussed to ensure that they are realistic and include 
the passage of information to all who require it? 


Is regular day-release to the teaching practice and/or day-release course possible, 
where this is relevant? 


Is he able to attend postgraduate centre meetings for all branches of the profession 
and to make contact with general practitioners? 


Does he have opportunities to attend domiciliary visits by consultants? 


The number of in-patients for whom the trainee is responsible. 
Emergency work? 


The number of out-patients for whose follow-up he is responsible? 

Is supervision adequate, yet not excessive? 

Is sufficient time given for (a) teaching (b) study? 

Are there common educational exercises involving several subjects and posts? 
What is the level of critical thinking? 

Is self-criticism encouraged by example or otherwise? 

Are any educational objectives defined for the post? 

Is the trainee encouraged to work out his own objectives? 


Do previous SHOs seem to have enjoyed working in the posts? 
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Example of a Trainee’s Weekly Timetable* 


Monday 


Tuesday 


Wednesday 


Thursday 


Friday 


Surgery 9-11.30 
Visits 


Surgery 9—11.30 
Visits 


Surgery 9—10.00 
Project work 
10.00—13.00 


Joint Surgery 
9—11.30 
Visits 


Topic discussion 
with trainer 
9—10.00 


Session with district 
nurse, health visitor, 
practice manager or 
visiting social worker, 


10.15—10.45 
Visits 


Share late calls 
Well baby clinic 


Half day release 
course or 
(in vacation) 


Clinical lunch 
(monthly) 
13.00—14.00 
Ante-natal clinic 
14.00—15.00 


Lecture at Post- 
graduate Centre 
13.00—14.00 
Share late calls 


Lunch with part- 
ners 
13.00—14.00 


On call with trainer Saturdays, bank holidays 


weekday evenings 


weekend 


Total teaching time 5% hours weekly 


19.00—08.45 


08.45 Saturday to 
08.45 Monday 


APPENDIX F 


Surgery 16.30—18.00 
Case discussion 
18.00—19.00 

(with all partners) 


surgery 16.30—18.00 © 


Surgery 16.30—18.00 
Case discussion 
18.00—19.00 

(with all partners) 


Surgery 16.30—18.00 


Half-day 


*from A System of Training for General Practice (2nd edn) 1979 D J Pereira Gray, 
Journal of RCGP 
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APPENDIX G 


List of Suggested Visits for Trainees in General Practice* 
Family Practitioner Committee 

Local Medical Committee 

Faculty Meeting of the Royal College of General Practitioners 
Regional Medical Officer of the DHSS 
Social Services Department 
Community Physician 

Disabled Resettlement Officer 

Local DHSS office 

Coroner’s court 

Industrial Medical Centre 

Alcoholic Unit 

Drug Addiction Centre 

A research practice 

Part III accommodation 

Schools for the Handicapped 
Occupational Therapy Unit 
Emergency Bed Service 

GP deputising service 

Ambulance station 

Geriatric day hospital 

Local Patients’ associations 

Public Health Inspectors 

Terminal care hospice 


Probation service 


*From The Trainee Year in General Practice (2nd Edition) 
D. J. Price BPMF 
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APPENDIX H 


Topic List for General Practice Tutorials* 


1. PATIENTS 


How people join a doctor’s list 

NHS registration number and individual cards 
Temporary residents 

Arrangements 


2. THE DOCTOR-PATIENT RELATIONSHIP 


The legal contract between practitioner and patient 
Arrangements for consultations and home visits 
Confidentiality of information 

Continuity of care 


3. CONSULTATION 


Duration of sessions and time of day held 

Duration of appointments 

Fitting in the urgent case 

Home visits 

Telephone consultations 

Seating arrangements for doctor and patient in the consulting room 
Dress — for example, should white coats be worn? 


4. PRESCRIBING, DRUGS AND APPLIANCES 


Forms FP 10 and FP 10A (GP 10 and 10A) (HS21) 

Dispensing 

Choosing the route for administering a drug 

Repeat prescriptions 

Stocks of drugs, forms, etc. 

Disposing of needles and syringes 

Self medication 

Relationship with pharmacists 

MIMS, Drug Tariff, British National Formulary, Data Sheet Compendium and 
Prescribers’ Journal 

Committee on Safety of Medicines 

Misuse of Drugs Act 1973; Medicines Act 1968 

Drug addiction 

Prescribing costs 

Relationships with the pharmaceutical industry 


*From Learning and Teaching General Practice 1978 
Scottish Council for Postgraduate Medical Education 
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5. CERTIFICATION 


Form Med 3; stillbirth, death and cremation certificates; RMO reports; attendance 
allowance; mobility allowance; heavy goods vehicles licence; medical fitness to 
drive; notifiable diseases; non-contributory invalidity pension; private certificates 
for employers, insurance companies, housing, schools, etc. 


6. DOCTOR’S BAG AND CAR 


Equipment, drugs, dressings and papers carried 
Emergency resuscitation equipment carried in car 
Radio telephone in car, if any 


7. RECORDS 


Medical records folders FP 5 (GP 5) (HS26 HS27) or A4 

Filing facilities 

General functions of medical records, structuring and colour coding 
Legal requirements and confidentiality 

Any research projects in progress in the practice 


8. ANCILLARY STAFF AND HEALTH CARE TEAM 


Receptionist Occupational therapist 
Secretary Dietician 

Community nurse Speech therapist 
Health visitor Chiropodist 

Social worker Cleaner 
Physiotherapist 


9. PRACTICE PREMISES 


Outline of administrative arrangements, with reference to ownership (health centre, 
privately owned, etc.), facilities for patients and staff, relationships with clinics of 
other authorities, etc. 


10. HOSPITAL SERVICES 


Referral to specialist Acute and long-stay cases 
Domiciliary consultations Open access to laboratory facilities 
Emergency admission and X-rays 

Bed Bureau Flying squads (obstetrics, coronary) 
The visiting of patients in hospital GP beds 


11. EMERGENCY SERVICES 


Medical conditions which may present as emergencies 
Duty rotas 

Deputising arrangements and deputising services 
Maintaining 24-hour responsibility for patients 
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12. VOLUNTARY AND STATUTORY AGENCIES 
Relationships with the clergy and local Local Health Councils 


community bodies Nursing homes and hospitals 
Directory of Social Services Home helps 
Citizens’ Advice Bureau Night attendant 
Marriage Guidance Council Meals on Wheels 
Red Cross Single parent families 


Alcoholics Anonymous 


13. PREVENTIVE MEDICINE 


At-risk register 
Age-sex register as a screening tool 
At-risk groups 
Screening arrangements within the practice 
Infants and young children 
Cervical cytology 
Hypertension 
Coronary artery disease 
Vaccination against influenza, etc. 


14. MOTHERS, INFANTS AND YOUNG CHILDREN 


Antenatal care arrangements 

Confinement: domiciliary, hospital or GP unit, as appropriate 
Infant welfare and the community child health programme 
Vaccination and immunisation 

School Health Service 

Day nurseries and emergency placement 

Children’s Panels 

Non-accidental injury to children 

Royal Society for the Prevention of Cruelty to Children 
Adoption 

Handicap 


15. FAMILY PLANNING 


General practice, hospital and special clinics 
Appropriate claim forms 

Methods of contraception and supervision 

Failed family planning and the unwanted pregnancy 
Abortion counselling 

Sterilisation counselling, male and female 


16. SERVICES FOR THE ELDERLY AND THE CHRONIC SICK 


Screening arrangements for the elderly 
Home visits to the chronic sick 
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Use of other members of the health team 


Home helps, occupational therapy, and aids to daily living 
Geriatric and psychogeriatric hospital service 


Institutional care, including day care 
17. CARE OF THE DYING 


18. MENTAL HEALTH 


Mental Health Act and certificate 
Mental handicap 


19. COMMUNICATION WITH COLLEAGUES 


Meetings of the practice team 


Relationship with neighbouring practices 


Pharmaceutical company meetings 
Conferences 
Hospital meetings 


Royal College of General Practitioners, BMA, Regional Postgraduate 


Committee, etc. 


University department of general practice 


20. PROFESSIONAL ORGANISATIONS 


Royal College of General Practitioners 
British Medical Association 
Regional Postgraduate Committee 


Primary Care Division of Health Board 
Medical Practitioners’ Union 


21. CONFLICTS IN GENERAL PRACTICE 
Difficulties with patients, staff and colleagues 


Medical defence 
Complaints procedures 


Patients leaving the list or being removed, and allocation 


Problem families 


22. PRACTICE FINANCE 


Expenditure 
Chartered Accountant 
Ancillary staff 


23. REMUNERATION 


Statutory allowances 

‘Item of service’ payments 

Work outside the practice, for example 
in schools, factories and hospitals 

Private medical practice 


Equipment allowances 
Income tax allowances 


Direct payment by patients 
Reimbursements 

Life and disability insurance 
Pension schemes 


24. CLINICAL 


Abdominal pain, including appendicitis 
Anxiety and depression 
Backache 
Chest pain, 
including ischaemic heart disease 
Diarrhoea 
Dysuria 
Headache 
Respiratory tract infection, including 
otitis media and acute bronchitis 
Obesity 


Arthritis 

Asthma 

Chronic bronchitis 
Conjunctivitis 
Diabetes 
Dyspepsia 
Epilepsy 
Hypertension 
Infectious diseases 
Rashes 
Rheumatoid arthritis 
Skin infections 
Trauma, 


including burns/scalds/lacerations 
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Aphthous ulcers 
Constipation 

Dental infection 
Haemorrhoids/fissure 
Irritable colon 
Jaundice 
Threadworms 


Dysmenorrhoea 
Menopause 
Menorrhagia 
Prolapse/erosion 
Vaginal discharge 


Alcoholism 
Enuresis 
Marital problems 


Acne 

Chilblains 

Epistaxis 

Hay fever/allergic rhinitis 
Herpes simplex 

Migraine 

Squint 
Tenosynovitis/fibrositis/bursitis 
Warts 


APPENDIX J 
A Selection of Books and Other Publications for Practice Libraries 


MANUALS AND TEXTBOOKS OF MEDICAL PRACTICE 

Laboratory: A Manual for the Medical Practitioner (Acheson) Update, 1980 
A Manual for General Practice — Beecham Research Laboratories, 1980 

The Practice of Family Medicine (Coulter & Llewellyn) Livingstone, 1971 


Practice: A Handbook of Primary Medical Care (Cormack, Marinker and Morrell) 
Kluwer-Harrap, 1976 


A Textbook of Medical Practice (Fry, Byrne & Johnson) MTP, 1976 

Common Diseases: Their Nature, Incidence and Care (Fry) MTP, 1979 

Towards Earlier Diagnosis in Primary Care (Hodgkin) Churchill-Livingstone, 1978 
Early Signs of General Practice (McWhinney) Pitman, 1964 

An Introduction to Primary Medical Care (Morrell) Churchill-Livingstone, 1976 
Manual of Primary Health Care (Prichard) OUP, 1978 

Family Medicine: Principles and Practice (Taylor) Springer-Verlag, 1978 

Lecture Notes on Medicine in General Practice (Harris) Blackwell, 1980 


“Family Medicine — the Medical Life History of Families” (F. J. A. Huygen) 
Dekker and Van de Vegt, 1978 


CHILD CARE 

The Child and his Symptoms (Apley, MacKeith and Meadow) Blackwell, 1978 
Paediatric Care: Child Health in Family Practice (Carne) MTP, 1976 

Child Care in General Practice (Hart) Churchill-Livingstone, 1977 

Common Symptoms of Disease in Children (Illingworth) Blackwell, 1978 


CLINICAL TOPICS 
Obesity and its Management (Craddock) Churchill-Livingstone, 1976 


Treatment: A Handbook of Drug Therapy (Drury, Wade, Beeley and Alesbury) 
Kluwer, 1978 


The Eye in General Practice (Jackson) Churchill-Livingstone, 1980 
Hypertension (J. Tudor Hart) Churchill-Livingstone, 1980 

Geriatrics and the General Practice Team (Thompson) Balliere Tindall, 1969 
Depressive Disorders in the Community (Watts) Wright, 1966 

The Hidden Alcoholic in General Practice (Wilkins) Elek Science, 1975 

Oral Contraceptives and Health (Kay) Pitman, 1974 

Sexual Discord in Marriage (Courtenay) Tavistock Publications, 1968 
Bereavement (Parkes) Tavistock Publications, 1972 
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DOCTOR-PATIENT COMMUNICATION 
The Doctor, his Patient and the IIIness (Balint) Pitman, 1964 


Six Minutes for the Patient: Interactions in General Practice Consultation (Eds. 
Balint & Norell) Chapman & Hall, 1973 


Treatment or Diagnosis (Balint et al) Tavistock Publications, 1970 

The Doctor-Patient Relationship (Browne & Freeling) Churchill-Livingstone, 1976 
Doctors Talking to Patients (Byrne & Long) HMSO, 1976 

Learning to Care: Person to Person (Byrne & Long) Churchill-Livingstone, 1976 
Patient-Centred Medicine (Hopkins) Regional Doctor Publications, 1973 

The Human Face of Medicine (Hopkins) Pitman Medical, 1979 

Night Calls (Clyne) Tavistock Publications, 1961 


Language and Communication in General Practice (Tanner) Hodder & Stoughton, 
1977 


PREVENTION 
Screening in General Practice (Hart) Churchill-Livingstone, 1975 


Preventive Primary Medicine: Reducing the Major Causes of Mortality (Lewy) 
Little Brown, 1980 


Prevention: Everybody’s Business (DHSS) HMSO, 1976 

Health and Prevention in Primary Care (Report 18) RCGP, 1981 

Prevention of Arterial Disease in General Practice (Report 19) RCGP, 1981 
Prevention of Psychiatric Disorder in General Practice (Report 20) RCGP, 1981 
Family Planning: An Exercise in Preventive Medicine (Report 21) RCGP, 1981 


SOCIOLOGY OF MEDICAL CARE 
The Social Origins of Depression (Brown & Harris) Tavistock Publications, 1978 
Doctors and their Patients: 1977 (Cartwright & Anderson) Journal RCGP, 1979 


Medicine Takers, Prescribers and Hoarders (Dunnell & Cartwright) Routledge & 
Kegan Paul, 1972 | 


Social Casework in General Practice (Forman & Fairbairn) OUP, 1968 


Psychiatric Illness in General Practice (Shepherd, Cooper, Brown and Kalton) OUP, 
1966 


The Process of Becoming Ill (Robinson) Routledge, 1971 
An Introduction to Medical Sociology (Tuckett) Tavistock Publications, 1976 
Complaints against Doctors (Klein) Charles Knight, 1973 
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GENERAL ASPECTS 


A New Approach to Medicine: Priorities and Principles of Health Care (Fry) MTP, 
1978 


The State of Medicine (Todd) MTP, 1981 
Medicine in Three Societies (Fry) MTP, 1970 


Scientific Foundations of Family Medicine (Fry, Gambrill & Smith) 
William Heinemann Medical Books, 1978 


Trends in General Practice (RCGP) BMA, 1979 

‘Primary Health Care (Hicks) HMSO, 1976 

Good General Practice (Taylor) OUP, 1954 

Morbidity Statistics from General Practice (OPCS & RCGP) HMSO, 1974 


ORGANISATION OF GENERAL PRACTICE 

Sick Health Centres and How to Make them Better (Beales) Pitman Medical, 1978 
The Medical Secretary’s Handbook (Drury) Balliere Tindall, 1975 

Running a Practice (Jones, Bolden, Pereira Gray & Hall) Croom Helm, 1978 
Entering General Practice (Norell) Schering Chemicals Ltd., 1981 

Team Care in General Practice (Marsh & Kaim-Caudle) Croom Helm, 1976 
Signpost (Follis & Davis) BOMPA, 1981 

The Organisation of Group Practice (DHSS) HMSO, 1973 


EDUCATION AND RESEARCH 

The Future General Practitioner (RCGP) BMA, 1977 

Medical Education and Primary Health Care (Noack) Croom Helm, 1980 
Teaching General Practice (Cormack, Marinker & Morrell) Kluwer-Harrap, 1981 


The Assessment of Vocational Training for General Practice (Freeman & Byrne) 
Journal RCGP, 1976 


The MRCGP Examination (Moulds, Hayes & Young) MTP, 1978 

Research in General Practice (Howie) Croom Helm, 1979 

A System of Training for General Practice (Pereira Gray) Journal RCGP, 1979 
Training for General Practice (Pereira Gray) Macdonald and Evans, 1981 


Workbook for Trainees in General Practice (Freeling) — in preparation 


PHILOSOPHICAL 
Talking Sense (Asher) Pitman Medical, 1972 


A Fortunate Man: The Story of a Country Doctor (Berger & Mohr) 
Writers and Readers Publishing Co-operative, 1977 
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Medicine: The Forgotten Art (Elliott-Binns) Pitman Medical, 1978 
The Doctor: Father Figure or Plumber? (McCormick) Croom Helm, 1979 


PERIODICALS 

British Medical Journal, BMA, Tavistock Square, London, WC1. 

GPVT, BOMPA, 18 Borough High Street, London Bridge, London, SE1 9QG 
Health Trends, DHSS, 6 Andrew Street, London, EC4. 

Journal of the Balint Society, 249 Haverstock Hill, London, NW3 


Journal of the Royal College of General Practitioners, 30 Endcliffe Crescent, 
Sheffield, S10 3ED. 


The Lancet, 7 Adam Street, London, WC2. 
Medical Education, Blackwell Scientific Publications Ltd., P.O. Box 88, Oxford 
Medical Teacher, Update Publications Ltd., 33/34 Alfred Place, London, WC1. 


Medicine International, Medical Education International, 52 New Inn Hall Street, 
Oxford. 


The Practitioner, 30 Calderwood Street, London, SE18 

Prescribers’ Journal, 6 St. Andrew Street, London, EC4. 

Trainee, Update Publications Ltd., 33/34 Alfred Place, London, WC1. 
Update, Update Publications Ltd., 33/34 Alfred Place, London, WC1. 


a2 


APPENDIX K 


A Rating Scale for Assessing Trainees* 


OVERALL COMPETENCE 


This criterion is concerned with your judgement of the trainee’s overall competence 
as a potential general practitioner. 


Excellent 








*From University of Manchester, Department of General Practice, Vocational 
Training Research Project 
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APPENDIX L 


JCPTGP 
Trainer Assessment 
MARKING SCHEDULE 
Visitor: Trainer: Date: 


10. 


Personal attributes of the trainer: 


How well has the trainer prepared him- 
self for his teaching role, and to what 
extent is he keeping up this learning 
activity? 


How adequate are the trainer’s overall 
aims? 


How thorough is the early assessment 
of the trainee and his subsequent 
monitoring? 


How wide a range of appropriate 
educational techniques does the trainer 
employ? 

How much time is regularly put aside 
for teaching? 


How much of the content of general 
practice is covered? 


To what extent will the trainee find 
harmonious and productive working 
relationships in the practice? 


How easily can the clinical records be 
used for teaching purposes? 


To what extent will the trainee find 
relevant books and journals in the 
practice library? 


To what extent does the practice 
undertake audit procedures and how 
much is the trainee himself involved 
in patient care evaluation? 


Energy and Enthusiasm 
Sensitivity and Self-awareness 


Resilience and Flexibility 





Of the total possible marks: TOTAL: /100 


1. Teaching skills contribute 42% 
2. Features of the practice contribute 28% 
3. Personal qualities contribute 30% 


Potential: 





APPENDIX M 


Example of a Release Course Programme* 


Year 1 
Autumn term 


Spring term 


Summer term 


Year 2 
Autumn term 


Spring term 


Summer term 


Year 3 
Autumn term 


Spring term 


Human development: 
birth to parenthood 
(e.g. Family disorders 
The neonatal month 
Acne 
Sexual independence and relationships) 


Medicine and Society 

(e.g. Travellers and health 
Medical organisations 
Doctors and the law) 


Diseases of General Practice 

Clinical management plans 

(e.g. Diseases of lifestyle 
Behaviour problems in children 
Depression 
Geriatric surveillance) 


Human behaviour 

(e.g. Dependency 
Alcoholism/drug abuse 
The difficult patient 
Ill-treatment in the family) 


Features of general practice 
(e.g. Primary care 
Family care 
Continuity of care) 


Human development: 

parenthood to bereavement 

(e.g. Child rearing 
Menopausal syndrome/climacteric 
Death and dying) 


Clinical management plans 
Diseases of general practice 


Medicine and Society 
MRCGP course 


*From A System of Training for General Practice (2nd edition) 1974 
D. J. Pereira Gray — Journal of RCGP 


BP) 


Summer term Clinical problems 
Practice organisation 
(e.g. The general practitioner as an 
independent contractor 
Teamwork 
Finance 
Records and audit) 
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A Form for Trainees’ Evaluation of Release Course Sessions* 


Date 

Time of session 

Title 
None 

1. Did you learn any new facts? 0 

2. Did you learn any new skills? 0 

3. Did you learn any new attitudes? 0 
Useless 


4. Overall rating of this session 


5. Has this session helped you in your 
own day-to-day practice? 


6. |Comments/suggestions for improvement. 


APPENDIX N 


A great 
many 
6 
6 
6 


Excellent 


No/Yes 


*Based on A System of Training for General Practice (2nd edition) 1979 


D. J. Pereira Gray, Journal RCGP 
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APPENDIX P 
VTR/1 


NATIONAL HEALTH SERVICE 
Vocational Training for General Practice 


STATEMENT OF SATISFACTORY COMPLETION OF A PERIOD OF TRAINING AS A TRAINEE 
GENERAL PRACTITIONER 


(A separate form must be completed for each post held) 
(BLOCK CAPITALS) 
Dr (Full name) 
General Medical Council Full Registration No: 
Date of Registration 


+ ADDRESS 


has, for the purposes of the National Health Service (Vocational Training) 
Regulations, satisfactorily completed (see Note 1) the period of training 
detailed below:- 

months, From day month year, To day month year 
as a trainee general practitioner under my instruction and supervision (see Note 2) 
* the training was whole-time 
* the training was part-time and the ratio of part-time to the time usually 


occupied by the duties of persons being trained whole-time was as stated 
below:- 


Signed (an approved general practice trainer) 
(BLOCK CAPITALS) 


NAME AND 
PRACTICE ADDRESS FAMILY PRACTITIONER COMMITTEE 


DATE 

* Delete as appropriate 

4+ When sending forms to the Joint Committee 
please ensure that you append the address 


to which you wish the certificate to be 
sent 
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Note 1 - "Satisfactory completion" is defined in Regulation 5(5)(b). It means, 
in relation to a period of training in any employment, the completion of that 
period of training in such a manner as to have acquired the medical experience 
which may reasonably be expected to be acquired from training of that duration 
in that employment. 


Note 2 - Regulation 5(3) provides that, in computing any period of training 

for the purposes of prescribed experience under that regulation, there shall 

be disregarded any period of part-time employment during which the duties of 
the person employed occupied less than half of the time usually occupied by the 
duties of the persons employed whole-time in similar employment. However, such 
part-time employment may be considered for the purposes of equivalent 
experience under Regulation 7. 


Note 3 - a. Form VTR/1 to be used for periods of training as a trainee 
general practitioner: 


b. Form VTR/2 to be used for periods of training 
in educationally approved hospital or other posts. 


Completed statement to be given to trainee 
for onward transmission to the Joint Committee 
on Postgraduate Training for General Practice 
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APPENDIX P 
VTR/2 


NATIONAL HEALTH SERVICE 
Vocational Training for General Practice 


STATEMENT OF SATISFACTORY COMPLETION OF A PERIOD OF TRAINING IN AN EDUCATIONALLY 
APPROVED POST 


(A separate form must be completed 
for each post held) 


(BLOCK CAPITALS) 


Dr (Full Name) 


eee 


General Medical Council Registration No: *(Full/Limited) 


Date of Registration 


T ADDRESS 





has, for the purposes of the National Health Service (Vocational Training) 
Regulations, satisfactorily completed (see Note 1) the period of training 
detailed below:- 


months, From day month year, TO day month year 


as a registered practitioner in the following educationally approved training post 
(see Note 3):- 


Hospital 

POS OC OC ae eg SEC ALITY. 

*kthe training was whole-time 

*xthe training was part-time and the ratio of part-time to the time usually 


occupied by the duties of persons being trained whole-time was as stated below 
(See Note 2):- 


(BLOCK CAPITALS) 


Name (Consultant or other medical specialist 
of similar status who has supervised 
the practitioner's training) 

Signed 

Post or rank 

for (name of trainee's employing authority) 


Date STAMP 





*xDelete as appropriate 


Then sending forms to the Joint Committee 
please ensure that you append the address 
to which you wish the certificate to be 
sent 
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Note 1 - "Satisfactory completion" is defined in regulation 5(5)(b). It means, 
in relation to a period of training in any employment, the completion of that 
period of training in such a manner as to have acquired the medical experience 
which may reasonably be expected to be acquired from training of that duration 
in that employment. 


Note 2 - Regulation 5(3) provides that, in computing any period of training 

for the purposes of prescribed experience under that regulation, there shall 

be disregarded any period of part-time employment during which the duties of 

the person employed occupied less than half of the time usually occupied by the 

duties of the persons employed whole-time in similar employment. However, such 

part-time employment may be considered for the purposes of equivalent experience 
under Regulation 7. 


Note 3 - "Educationally approved" in relation to a training post means by virtue 
of Regulation 5(5) of the Regulations a post which on 10 December (1980) or 

such later date as may by later amendment be subsituted in Regulation 5(5) (a) (i) 
of the Regulations, has been approved by a Royal College or Faculty and selected 
by a Regional Postgraduate Medical Education Committee for the purposes of the 
Regulations; or a post approved for such purposes under corresponding regulations 
of Scotland or Northern Ireland. 


Note 4 - a. Form VTR/1 to be used for periods of training as a trainee general 
practitioner; 


b. Form VTR/2 to be used for periods of training in educationally 
approved hospital or other posts. 


Completed statement to be given to trainee 
for onward transmission to the Joint 
Committee on Postgraduate Training for 
General Practice. 
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APPENDIX P 
VTR/1 
GENERAL MEDICAL SERVICES FOR NORTHERN IRELAND 
Vocational Training for General Purposes 


STATEMENT OF SATISFACTORY COMPLETION OF A PERIOD OF TRAINING 
AS A TRAINEE GENERAL PRACTITIONER 


(A separate form must be completed for each post held) 

(BLOCK CAPITALS) 
DR AOL ok) eae ee ne pe ee eae Mea ee eeneneen: ee ar et 
General Medical Council Full Registration No: 
Date of Full Registration: 

hg 0) SSE Se se Ne ROR aac SRN SANE aR YH ed SUEY Sete SRA ES 
has, for the purposes of the Medical Practitioners (Vocational Training) 
Regulations, (Northern Ireland) 1979 satisfactorily completed (See Note 1) 


the period of training detailed below:- 


months, from i /19 to / /19 


Day Month Year Day Month Year 








as a trainee general practitioner under my instruction and supervision 
(see Note 2) 


* the training was whole time 
* the training was part-time and the ratio of part-time to the time 


usually occupied by the duties of persons being trained whole-time was as 
stated below: 





Signed — (an approved general practice trainer) 
(BLOCK CAPITALS) 


NAME AND 
PRACTICE ADDRESS 


Date 
* Delete as appropriate 
# When sending forms to the Joint Committee please 


ensure that you append the address to which you 
wish the certificate to be sent 
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Note 1 - "Satisfactory completion” is defined in Regulation 4 (5)(b). 
It means in relation to a period of training in any employment, the 
completion of that period of training in such a manner as to have 
acquired the medical experience which may reasonably be expected to 
be acquired from training of that duration in that employment. 


Note 2 - Regulation 4 (3) provides that, in computing any period of 
training for the purposes of prescribed experience under that 

regulation, there shall be disregarded any period of part-time employment 
during which the duties of the person employed occupied less than half 

of the time usually occupied by the duties of the persons employed 
whole-time in similar employment. However, such part-time employment 

may be considered for the purposes of equivalent experience under 
Regulation 6. 


Note 3 - a. Form VTR/1 to be used for periods of training as a trainee 
general practitioner; 


b. Form VTR/2 to be used for periods of training in 
educationally approved hospital or other posts. 


Completed statement to be given to trainee for 
Onward transmission to the Joint Committee on 
Postgraduate Training for General Practice 
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APPENDIX P 
VTR/2 


GENERAL MEDICAL SERVICES FOR NORTHERN IRELAND 
Vocational Training for General Purposes 


STATEMENT OF SATISFACTORY COMPLETION OF A PERIOD OF TRAINING 
IN AN EDUCATIONALLY APPROVED POST 


(A separate form must be completed for each post held) 

(BLOCK CAPITALS) 

Dr (Full name) 
General Medical Council Registration No: *(Full/Limited) 

Date of Registration 

ADDRESS 

has, for the purposes of the Medical Practitioners (Vocational Training) 
Regulations, (Northern Ireland) 1979 satisfactorily completed (See Note 1) 


the periods of training detailed below:- 


months, from / /19 to / 119 
Day Month Year Day Month Year 

















as a registered practitioner in the following educationally approved 
training post (see Note 3):- 


Hospital 

Post/Grade Specialty 

* the training was whole-time 

* the training was part-time and the ratio of part-time to the time 


usually occupied by the duties of persons being trained whole-time was 
as stated below:- 


(BLOCK CAPITALS) 


Name (Consultant or other medical specialist 
of similar status who has supervised 
Signed the practitioner's training) 


Post or rank 

for. —“(‘SéOUCCCC UU (rname of trainee's employing authority) 
Date 

* Delete as appropriate 

# When sending forms to the Joint Committee 


please ensure that you append the address 
to which you wish the certificate to be sent. 
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Note 1 - "Satisfactory completion" is defined in regulation 4 (5)(b). 
It means in relation to a period of training in any employment, the 
completion of that period of training in such a manner as to have 
acquired the medical experience which may reasonably be expected to 
be acquired from training of that duration in that employment. 


Not 2 - Regulation 4 (3) provides that, in computing any period of 
training for the purposes of prescribed experience under that regulation, 
there shall be disregarded any period of part-time employment during 
which the duties of the person employed occupied less than half of the 
time usually occupied by the duties of the persons employed whole-time 

in similar employment. However, such part-time employment may be 
considered for the purposes of equivalent experience under Regulation 6. 


Not 3 - "Educationally approved" in relation to a training post means 

by virtue of Regulation 4 (5)(a) of the Regulations a post which on 

23 June 1981 or such later date as may by later amendment be substituted 
in Regulation 4 (5) (a) Ci) of the Regulations, has been approved by a 
Royal College or Faculty and selected by Northern Ireland Council for 
Postgraduate Medical Education for the purposes of the Regulations; or 

a post approved for such purposes under corresponding regulations of 
England and Wales or Scotland. 


Note 4 a. Form VTR/1 to be used for periods of training as a trainee 
general practitioner; 


b. Form VTR/2 to be used for periods of training in 
educationally approved hospital or other posts. 


Completed statement to be given to trainee 
for onward transmission to the Joint Committee 
on Postgraduate Training for General Practice. 
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APPENDIX P 


NATIONAL HEALTH SERVICE (VOCATIONAL TRAINING) (SCOTLAND) REGULATIONS 1980 


STATEMENT OF SATISFACTORY COMPLETION OF A PERIOD OF TRAINING 


Dr. (fullname and GMC registration number) 052. <<: CORRES SOEs SS EA RS PR 
has for the purposes of the National Health Service (Vocational Training) (Scotland) Regulations 1980 
satisfactorily completed (Note/) the period of training detailed below:- 


Complete either (1), (2) or (3) subject to deletions* as appropriate 


cl) pei Re cae ech aha I aR att ig i ee I months whole-time*/part-time* (Note 2) from 


See ee Po Re SEO oe ee TO coy. gots evens eeuensas aS atrainee general practitionenunder 


my instruction and supervision. 


(oN orc kah ge OES COLOR ee Re TE rae eae Par age months whole-time*/part-time* (Nore 2) from 


BO le coca Oe ee MO re RS O) og oe a pig oe mi gneve ons AS a practitioner inthe following 


Grades 00) 8.92, oes Powe eee a SHscialit vies See Pek i ces mee oes 


(3) (Where part-time training and employment has been indicated in either (1) or 
(2) above) the part-time period referred to in (1)/(2)* above (Note 4) consisted 


TP Be te a acu! rt kN Ree ind alta iach Me ASB se od WSS Gl "fe cateete pa ie aartoe eat meee e yr REL ets 

So CIC BOS. 1 SPOR oe Pic © aan eee aera”: Se ree Sener as Ce ae (an approved general 

practice trainer). 

Cus LDN es Re etc kc RS A Sn eer aoe ERP A eae aren te 
ene Gb BION COS Ck ee AE eR TREN Ie OR ecg NE acre Tee ara RSENS oi (post or rank) (Note 5) 

LOT 5. ee ears oe as bleed ea were pepe itis, Mnahetd age e aan 5 Health Board or other 

management body (Note 6) 
Alc we ee nia fe ar 6c se aumiels oa ay ou 
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Note 1—*'Satisfactory completion” is defined in regulation 5(5)(b). It means, in relation to a period of 
training in any employment. the completion of that period of training in such a manner as to have acquired the 
medical experience which may reasonably be expected to be acquired from training of that duration in that 
emplovment. . 


Note 2—Regulation 5(3) provides that, in computing any period of training for the purposes of prescribed 
experience under that regulation, there shall be disregarded any period of part-time employment during which 
the duties of the person emploved occupied less than half of the time usually occupied by the duties of the persons 
employed whole-time in similar employment. However. such part-time employment may be considered for the 
purposes of equivalent experience under regulation 7. 


Note 3—**Educationally approved” in relation to a training post means, by virtue of regulation 5(5)(a) 


(i) a post ina hospital or with a Health Board in Scotland, employment in which is, immediately before the day 
on which the regulations are made. approved by a Regional Postgraduate Medical Education Committee 
for the purposes of training for the provision of general medical services; if such a post ceases to be an 
educationally approved post before any doctor occupying that post has completed his period of training 
therein, regulation 5(6) provides that the post shall nevertheless be deemed to continue to be an 
educationally approved post until such time as that doctor has completed his period of training in that post; 


or 


(ii) a post approved for such purposes under corresponding regulations applying in England and Wales or 
Northern Ireland. 


Note 4—Where part-time training or employment has been indicated in paragraph (1) or (2) the ratio of such 
part-time training or employment to the time usually occupied by the duties of persons being trained or employed 
whole-time. should be stated. 


Note 5—To be signed by either the consultant or other medical specialist of similar status, who has supervised the 
practitioner's training. 


Note 6—If the management body is not a Health Board please state its title or other description. 


8356159 7M 8/80 DW&S Ltd. 243 
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APPENDIX Q 


THE JOINT COMMITTEE ON POSTGRADUATE 
TRAINING FOR GENERAL PRACTICE 


NATIONAL HEALTH SERVICE 
VOCATIONAL TRAINING FOR GENERAL PRACTICE 


CERTIFICATE 
OF PRESCRIBED/EQUIVALENT EXPERIENCE 





We cerity that Dr AI-OUHER Fe 


having submitted particulars of his/her medical experience, 
has satisfied the Joint Committee on Postgraduate Training 
for General Practice that he/she has acquired the medical 


experience necessary to meet the requirements of 


Sections 31 and 32 of the National Health Service Act 1977, 

Sections 21 and 22 of the National Health Service (Scotland) Act 1978, 

Article 8 of the Health and Personal Social Services (Northern Ireland) 
Order 1978 


and Regulations made thereunder 


Joint Honorary Secretaries 
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APPENDIX S 


Official and Professional Bodies concerned in Training 


Department of Health & Social Security (DHSS), Eileen House, 
80—94 Newington Causeway, London, SE1 6EF (01 703 6380) 


Scottish Home & Health Department (SHHD), St. Andrew’s House, Edinburgh, 
EH1 3DE (031 556 8501) 


Welsh Office (Health and Social Work Department), Pearl Assurance House, 
Greyfriars Road, Cardiff, CF1 3RT (0222 44151) 


Department of Health & Social Services, Dundonald House, Upper Newtownards 
Road, Belfast, BT4 3SF (0232 650111) 


Vocational Training Allowance Advisory Committee (VTA), DHSS, 
80—94 Newington Causeway, London, SE] 6EF (01 703 6380) 


General Medical Council (GMC), 44 Hallam Street, London, WIN 6AW 
(01 580 7642) 


Council for Postgraduate Medical Education in England & Wales (CPME), 7 
Marylebone Road, London, NW1 5HA (01 323 1289) 


Scottish Council for Postgraduate Medical Education, 8 Queen Street, Edinburgh, 
EH2 1JE (031 225 4365) 


Northern Ireland Council for Postgraduate Medical Education, 5 Annadale Avenue, 
Belfast, BT7 3JH (0232 640731) 


National Advice Centre (on Postgraduate Medical Education) (NAC), 7 Marylebone 
Road, London, NW1 5HA (01 637 5766) 


General Medical Services Committee of the BMA (GMSC), Tavistock Square, 
London, WC1H 9JP (01 387 4499) 


Royal College of General Practitioners (RCGP), 14 Princes Gate, Hyde Park, 
London, SW7 1PU (01 581 3232) 


Royal College of Obstetricians and Gynaecologists (RCOG), 27 Sussex Place, 
Regent’s Park, London, NW1 (01 262 5425) 


Royal College of Physicians (RCP), 11 St. Andrew’s Place, Regent’s Park, London, 
NW1 4LE (01 935 1174) 


Royal College of Psychiatrists (RCPsych), 17 Belgrave Square, London, SW1X 8PG 
(01 235 2351) 


Royal College of Surgeons of England (RCS), Lincoln’s Inn Fields, London, WC2A 
3PN (01 405 3474) 


British Paediatric Association (BPA), 23 Queen’s Square, London, WC2A 3PN 
(01 837 8253) 


Faculty of Community Medicine (of the Royal Colleges of Physicians) (FCM), 
11 St. Andrew’s Place, Regent’s Park, London, NW1 4LE (01 935 0243) 


Faculty of Anaesthetists (of the Royal College of Surgeons), Lincoln’s Inn Fields, 
London, WC2A 3PN (01 405 3474) 


a 


Faculty of Occupational Medicine, 11 St. Andrew’s Place, Regent’s Park, 
London, NW1 4LE (01 935 1174) 


Joint Committee on Contraception, 27 Sussex Place, Regent’s Park, London, 
NW1 4RG (01 262 5425) 


Medical Practices Committee (MPC), Tavistock House South, Tavistock Square, 
London, WC1H 9PD (01 388 6471/5) 


Scottish Medical Practices Committee, Trinity Park House, South Trinity Road, 
Edinburgh, EHS 3PY (031 552 6255) 


Central Services Agency, 27 Adelaide Street, Belfast, BT2 8FH (0232 24431) 
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APPENDIX T 


Glossary 


Certificate (of Prescribed/Equivalent Experience) 
The document issued by the JCPTGP which all applicants for principalship in 
NHS general practice must possess, unless they happen to be exempt, to furnish 
to the Medical Practices Committee. 


Educationally approved (post) 
A hospital or community medicine post which has been selected by a regional 
postgraduate medical education committee as suitable for inclusion in vocational 
training programmes. (In England and Wales and Northern Ireland from among 
posts which have been approved by the College or Faculty concerned as regards 
training in its specialty). 


Equivalent Experience 
One which overall equates educationally with the medical experience prescribed 
in the Regulations. 


General professional training 
Pre-specialist training; the postgraduate experience common to the medical 
specialties. 


List — medical 
A register kept by a Family Practitioner Committee (or Area Health Board or 
Health and Social Services Board) bearing the names of all the principals with 
whom it has contracts for service. 


List — practice 
The general practitioner’s defined list of people registered with him personally 
and for whom he is legally responsible for providing general medical services. 


Prescribed Experience 
The medical experience stipulated in the Regulations and which must be 
acquired before the JCPTGP can issue its certificate. 


Principal 
A general practitioner who has entered into a contract for service with his local 
Family Practitioner Committee (Area Health Board or Health and Social egal: 
Board). 


Programme (of training) 
The mix of posts and other experiences constituting an individual doctor’s 
preparation for general practice; may be offered by the region, or designed by 
the doctor himself. 


Regulations (NHS (Vocational Training) Regulations) 
The Statutory Instrument giving effect to the provisions for uae aan training | 
embodied in the Act of Parliament. 


Release Course 
A series of lecture-discussions, seminars or demonstrations, occupying a day or 
half-day each week during academic terms, usually held in the local postgraduate 
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medical centre, run by a course organiser on behalf of the regional adviser and 
intended for vocational trainees throughout their three-year training. 


Rotation 
The predetermined sequence of posts in general practice, hospital and 
community medicine provided by the regional committee for vocational trainees. 
Scheme 
The total collection of training posts and courses provided locally by the 


regional committee and usually based on the release course at the postgraduate 
centre. 


Statement (of satisfactory completion) Forms VTR/1 and VTR/2 
The document signed by a trainer, consultant or community medicine specialist, 
attesting that the doctor occupied the post in question in such a way as to have 
acquired the medical experience expected. 


Trainee (assistant) 
A registered medical practitioner engaged by an appointed trainer for the 
purpose of vocational training, usually for a period of 12 months whole-time but 
may be for a shorter period or half-time directly employed by the trainer and 
accountable to him in respect of work in and from the practice. The regional 
adviser and the course organiser also have responsibilities towards the trainee. 


Trainer’s grant 


Additional remuneration paid to appointed trainers while they have trainees in 
post. 


Vocational Training 
Special educational preparation for general practice consisting of a balanced 
programme of training in posts in general practice, hospital and community 
medicine, with special courses to which release is normally available. The full 
programme of training extends over three years full-time, but may be under- 
taken part-time with proportionate lengthening of the overall period. (Until 
the middle of August 1982 the training required to satisfy the Regulations 
consists merely of one year in a training practice.) 
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APPENDIX U 


References and further reading 


National Health Service (Vocational Training) Regulations 1979, HMSO 
Health Circular (HC) (FP) (80) DHSS 


Directory of Vocational Training Schemes for General Practice 1980, CPME in 
England and Wales 


Learning and Teaching General Practice 1978, Scottish CPME 
The Future General Practitioner (4th Imprn.) 1977, RCGP 


A System of Training for General Practice (2nd Edition) 1979, 
Journal RCGP 


Criteria for Selection of Posts in Hospital and Community Medicine for Vocational 
Training in General Practice 1980, JCPTGP 


Guidelines for Assessing Hospital and Community Medicine Posts included in 
General Practice Training Programmes 1980, RCGP 


Experience Desirable for General Practice Trainees occupying an SHO Post in 
Psychiatry 1980, RCGP 


Use of Community Medicine Posts in Vocational Training 1981, RCGP 
Criteria for the Selection of Trainers in General Practice 1980, JCPTGP 
Statement of Fees and Allowances (““The Red Book’’) 1980, DHSS 
Model Agreement between Trainer and Trainee, BMA 

A Guide to General Practice (Oxford GP Trainee Group) 1979, Blackwell 
Guide to Certification 1981, JCPTGP 

Explanatory notes for the MRCGP examination 1978, RCGP 

Fourth National Trainee Conference, Occasional Paper 18, 1981, RCGP 


Trainee Evaluation Form, University of Manchester, Department of General 
Practice 


Training for General Practice (Pereira Gray) 1981, Macdonald and Evans 
Guidebook on General Practice (Freeling et al) 1982, Wright 
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